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ABSTRACT

Therapists Who Do Not Seek Therapy: An Examination
of Marriage and Family Therapists
in Three Western States

by

Austin Wood, Master of Science
Utah State University, 2002

Major Professor: Dr. Thorana Nelson
Department: Family and Human Development

This was an exploratory study of243 MFTs in the states of Colorado, Utah, and
Wyoming. A majority (66%) reported that they had been in therapy at some time during
their careers. The purposes of this research were to (a) find out how therapists effectively
and ethicall y cope with stress, (b) find out more about the therapists who do not utilize
therapy, and (c) fi nd out what barriers therapists face in seeking therapy when they do
need or desire it.
Effective coping strategies for stress included religious activities, exercise, and
spending time with family and friends. Characteristics associated with not having been to
therapy were being male, in a first marriage, Latter-day Saint, working in a for-profit
agency with inpatient clients, licensed in Utah, and having at least three children. The
most common barriers to seeking therapy were "I can handle my own probl em(s)
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effectively enough without therapy" and "My problem(s) is/are not significant enough."
(96 pages)
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CHAPTER 1
lNTRODUCTION

Marriage and family therapists (MFTs) are trained to help individuals and families
effectively find solutions to problems and difficulties in everyday life. What happens
when these problems and difficulties become a part of the everyday life of the family
therapist? MFTs are not immune to the problems they treat (Carbonell & Figley, 1996;
Wetchler & Piercy, 1986). They need to know it is acceptable for them to have struggles
of their own and that they can seek help for their issues without the censure of colleagues.
A therapist who is not mentally healthy cannot be effective with clients (Beutler,
Machado, & Neufeld!, 1994; Parloff, Waskow, & Wolfe, 1978); the American
Association for Marriage and Family Therapy (AAMFT) Code of Ethics requires that
"marriage and family therapists seek appropriate professional assistance for their personal
problems or conflicts that may impair work performance or clinical judgment" (AAMFT,
200 I, principle ill.3).
Evidence suggests that therapists are actually at greater risk of having problems
because of the nature of their work (Charny, 1982; Huber, 1999; Kottler, 1986; Norman
& Rosvall, 1994). If this is true, it is important for therapists to have a means to deal with

the negative effects of the profession in their daily lives and therapy is one option to help
with this process. When therapists do seek therapy, there is evidence that the focus of
therapy is usually one of two issues: depression or marriage/relationship (Deacon,
Kirkpatrick, Wetchler, & Niedner, 1999; Deutsch, 1985; Pope & Tabachnick, 1994).
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Other common issues that are brought to therapy by therapists are personal growth, family
of origin issues, substance abuse, divorce, and anxiety (Deacon et al.; Deutsch, 1985;
Pope & Tabachnick).
Several studies over the past 15 years (De,acon et al., 1999; Deutsch, 1985; Guy,
Poelstra, & Stark, 1989; Guy, Stark, & Poelstra, 1988; Macran, Stiles, & Smith, 1999;
Norcross & Prochaska, 1986a; Norcross & Prochaska, 1986b; Norcross, StrausserKirtland, & Missar, 1988; Norman & Rosvall, 1994; Pope & Tabachnick, 1994;
Thoreson, Miller, & Krauskopf, 1989) have examined therapists' use of therapy. The
findings of these studies indicate that the majority of therapists do seek treatment for
themselves. In fact, some studies suggest that therapists seem to seek therapy at a higher
rate than the general public (Furnham & Wardley, 1990 as cited in Deacon et al., 1999)
However, some of these studies (Deacon et al., 1999; Deutsch, 1985; Norman &
Rosvall, 1994; Pope & Tabachnick, 1994) reported that some therapists had not sought
therapy at any time in their professional careers. What is different about those who do
not go to therapy? One explanation may be that some therapists do not need therapy;
another possibility is that these therapists seek other avenues of help for their problems
other than therapy. Some may be ignoring their issues and practicing without receiving
any help.
Norman and Rosvall (1994) found in their study that therapists were not willing to
enter therapy for the following reasons: therapy was not necessary, problems were deali
with effectively without therapy, confidentiality concerns, professional credibility, do not
know who to go to, and concerns about what others (including clients) might say.
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Deutsch (1985) found similar reasons as to why some therapists were not seeking
therapy: not knowing who to go to due to knowing all the therapists in the vicinity, found
help through other avenues, problem was resolved without therapy, fear of exposure, fear
of breach of confidentiality, fear of professional censure, belief that a therapist should be
able to work out problems independently, therapy required too much effort, cost of
therapy too high, spouse unwilling to participate, not reali zing how serious the problem
was, and beli ef that therapy would not work. Some of the above reasons suggest that
there are therapists who may not need therapy, but the majority of them suggest that there
are therapists who may need treatment and are not getting it, or are getting help in
alternative ways. Thi s is the ethical concern that is addressed in the AAMFT (7.001) code
of ethics.
Literature suggests that therapy may be necessary and recommended for all
therapists at one time or another throughout their careers (Chamy, 1982; Deacon et al.,
1999; Deutsch, 1985; Guy & Liaboe, 1986; Kaslow, 1982; Macran & Shapiro, 1998;
Macran et al. , 1999; Norman & Rosvall, 1994). Some of the leaders in the field of family
therapy suggest that all therapists should receive therapy and some have shared the impact
that their therapy has had on them (Attneave, 1990; Bodin, 1990; Chamy, 1990; Kaslow
& Friedman, 1984; Kaslow & Racusin, 1990; Kerr & Bowen, 1988; L' Abate, 1990;

Nichols, 1990; Pinsof, 1990; Satir, 1987; Singer, 1990). On the other hand, there also is
evidence to suggest that some therapists feel that their fami lies and relationships are in
fact enhanced as a result of their careers, independent of whether or not they get therapy
(Wetchler & Piercy, 1986).
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Definition of Therapy

It is important to define therapy for the purposes of this study. Therapy is defined

as treatment from a licensed mental health practitioner, which includes psychologists,
clinical social workers, li censed professional counselors, marriage and fami ly therapists,
substance or chemical dependency counselors, or psychi atrists. It does not include what
might be called counseling from clergy, relatives, friends, or other nonlicensed people.
To avoid confusion and to decrease the repetition oflong phrases to describe
w hether or not an individual has been to therapy, it will simply be stated as therapy status.
Throughout the remainder of this study, therapy status is defined as whether or not a
therapist has received therapy during their professional career.

Family Stress Theory

This study was in formed by family stress theory (McCubbin & Patterson, 1982,
1983a, 1983b) with particular focus on the stresses marri age and family therapists face as
a result of careers as therapists as well as the stresses faced within the personaVfamily
lives of therapists. Attention to the resources for dealing with stress was sought as well
as the opportunity for the participants in the study to interpret for themselves what their
stressful events were.
Family stress is defined by McCubbin and Patterson (1983a) as "a state which
arises from an actual or perceived imbalance between demand (e.g., challenge, threat) and
capability (e.g., resources, coping) in the family's functioning" (p. 10). Family stress
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theory is based on Hill's (1949, 1958) ABCX model of family stress, which uses three
factors in determining the level of stress or crisis that is fe lt by the family. The first
factor, A, is the stressor event; the second factor, B, interacting with the first, is the
family 's resources avai lable to handle the stressor; the third factor, C, is the family's
interpretation of the stressor event. When these three factors are taken into account, the
family's level of crisis, X, can theoretically be determined. This model has remained
fairly consistent over the half century that it has been researched (McCubbin & Patterson,
1982).
The ABCX model has been expanded into the double ABCX model of family
stress by McCubbin and Patterson (1982, l983a, 1983b). The double ABCX model
includes the above ABCX model with additional post-crisis variables. The second A
factor includes the famil y life changes and events that may be going on at the same time
as the original stressor, all of which cause a pile up ofstressors . The second B factor
includes those resources gained by the family after having gone through the original
stressor. While the original C factor is the fam ily's interpretation of the first A factor, the
second C is the fam ily's interpretat ion of the level of pile-up or crisis that has come about
because of the demand the original stressor put on the fam ily; essentially, it is the
family's interpretation of its situation after the original crisis. The second X factor is the
family's adjustment to the whole crisis (original stressor event and additional pile-up).
Adjustment includes a continuum ofbonadaptation to maladaptation.
Because therapists and their families are not immune from stressful events, this
theory is appropriate for this study. Not only do therapists have to deal with the stresses
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that come from their work, but they also must learn to cope with the additional pile-up of
personal and family stresses that come as a part of everyday life. This study also uses this
theory by having the participants identify which resources they have adopted, including
therapy, to cope with their stressful events. Another appropriate application of this theory
to the study is that the participants identified and interpreted their own past stress level.
This study is focused on participants' resources that were utilized through their own
interpretations of their stress levels.

Purpose of the Study

It seems that therapy for therapists may be useful and that therapists may have

needs for the services they provide to others. It also may be evident that some therapists
function well enough without therapy or get effective help through non-therapy means.
These two issues are not problematic. A problem arises, however, when therapists who
need therapy are not receiving it. It is unethical for a therapist to be doing therapy while
impaired and without seeking treatment for the impairment. So the question arises, how
many therapists are not utilizing therapy? Other questions of interest are: If some
therapists are not seeking therapy for their prob lems, what strategies are they utilizing to
cope with their life stresses? What barriers do therapists face in seeking therapy? The
purposes of this study were to (a) find out how therapists cope with their life stressors, (b)
find out more about the therapi sts who do not utilize therapy, and (c) find out what
barriers therapists face in seeking therapy when they do need or desire it.
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CHAPTER2
LITERATURE REVIEW

A review of the literature identified a number of recent studies and papers on
therapi sts seeking therapy. Many of these articles were empirically based (Deacon et al.,
1999; Deutsch, 1984, 1985; Guldner, 1978; Guy et al. , 1988, 1989; Macran et al. , 1999;
Norcross & Prochaska, 1986a, 1986b; Norcross et al., 1988; Norman & Rosvall, 1994;
Pope & Tabachnick, 1994; Thoreson et al., 1989; Wetchler & Piercy, 1986), but a few
were theoretical papers and essays (Carbonell & Figley, 1996; Carroll, Gilroy, & Murra,
1999; Chamy, 1982; Guy & Liaboe, 1986; Laliotis & Grayson, 1985; Lewis & Stokes,
1996; Macran & Shapiro, 1998; Piercy & Wetchler, 1987). The areas that pertain to this
study are the enhancers and stressors of therapists and how enhancers of a career as a
therapist may guard against the need to seek therapy. A third area includes how some of
the occupational hazards of being a therapist may contribute to the need to seek therapy.
The literature shows that the majority of therapists do seek therapy; however, there are a
minority of therapists that do not, some of whom don't feel that they need to despite the
recommendations within the fi eld to do so. Other areas that will be covered include
defining impairment and barriers to seeking therapy.

Enhancers and Stressors

Being a therapist is laden with potential stresses and crises that can pile up,
leading to burnout and quickly moving an individual towards an early retirement or career
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change. A therapist who continues to practice while impaired may be ineffective and
provide potentially harmful therapy to clients. However, there also are opportunities
within the job of a therapist to experience very rewarding benefits, both within therapy
sessions and outside the office with family members. These benefits might be considered
resources to counter the stressors faced in the career of being a therapist.

Enhancers
A study by Wetchler and Piercy (1986) surveyed 110 marriage and family
therapists in the state of Indiana about the stressors and enhancers of their careers in
marriage and family therapy. The authors used a self-designed questionnaire asking
participants to choose from a list of 12 stressors and 12 enhancers that they felt applied to
them and their families. Participants chose more than twice as many enhancers than
stressors. The enhancers that were chosen the most often were "Acceptance of own part
in marital/family problems," "Development of communication skills," and "Greater
appreciation of own marital/famil y strengths." The enhancer that the participants felt was
the most helpful was "Greater ability to prevent potential family problems."
The benefits found among marriage and family therapists are not limited to
personal family life. Charney (1982) noted that a therapist who does family therapy can
easily abandon a one-up, omniscient attitude and that family therapy "invites therapists
out from behind their desks to sit with their fellow human beings" (p. 42).
Many therapists have reported over the years that doing family therapy changed
for them their basic experience of being mental health professionals, from a
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painful struggle to deal with abnormal behaviors to an engaging, heart-warming
experience of kinship with fellow human beings who are seeking to improve their
personal relationships. (p. 43)

Stressors
Being a therapist with a fam ily does have its drawbacks as well. Charney (1982)
discussed the di fficulties of family life when the family therapist returns horne from the
office. It seems, from Charney's paper, that the benefits of being a family therapist come
mostly in the consulting room. This is not consistent with Wetchler and Piercy's (1986)
research where family therapists named twice as many enhancers than stressors that dealt
with their home lives. Charney postulated that when the therapist returns horne, the
responsiveness and involvement felt from clients is not always present in the therapist's
fami ly members. He suggested that therapists who come home with the same expectation
of fam ily members as they have with clients are often met with res istance and coldness.
Charney ( 1982) stated that the toll taken on famil y therapists and their families is
great. He believed there is a high rate of family problems and breakdowns among his
colleagues. His own informal survey of leaders in the family therapy profession showed
that a majority, including himself, had been divorced at least once (this was not an
empirical findin g but his own observation). ln this area, he did not separate family
therapists from the general public: "Overall, family therapists seem to fare no better than
other peop le and families in our beleaguered society, so far as marriage and family life are
concerned" (p. 46). Charney concluded that fam ily therapists should be less demanding
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of perfection from their own families and more tolerant of weaknesses, problems, and
regressions in thei r spouses and children. Based on Wetchler and Piercy's (1986) study,
it seems that many MFTs follow this advice.
Wetchler and Piercy (1986) also found some stressors that are inherent in the
practice of marriage and family therapy. The two most commonly reported stressors in
their study were "Little time left for own marriage/family" and "Little energy left for own
marriage/ famil y." These two stressors also were found to be the most stressful of the list
of 12 that the participants could choose from.
If marriage and family therapists are finding little time and energy for their own
families, it would seem natural that their spouses and children would feel neglected and
thus problems may be created and not effectively dealt with at home. This could very
likely be exacerbated in the family life of the leaders in the field, as Charney (1982)
observed, due to the personal time and energy that must be committed to achieving such
career status. However, it seems that MFTs are more aware of these aspects of family life
than Charney believed (Wetchler & Piercy, 1986).
What about mental health professionals other than family therapi sts? Deutsch
(1984) surveyed 264 nonmedical mental health professionals in one midwestern state
about sources of stress and the therapists' beliefs that may contribute to feel ings of stress.
Participants were asked to rate 19 different client behaviors and 17 therapist experiences
on a scale of 0-99 to indicate how stressful each item was. They also were asked about
the frequency of each item occurring in their practice.
Items that were reported to be the most stressful from the list had to do with
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dealing with difficult clients. The two most stressful items according to the 264
participants were "Suicidal statements made by client" and "Inability to help an acutely
distressed client to feel better." The first item was reported to occur in over 11% of all
therapy hours while the second item did not occur significantly enough to be given a
percentage score. The item that occurred most often from the list was "Absence of
expression of gratitude from client," accounting for nearly 38% percent of the
participants' total therapy hours; however, this item was named the least stressful of all
items by the participants (Deutsch, 1984).
Deutsch ( 1984) also asked about therapists' beliefs that may contribute to stress.
She found that those beliefs relating to "doing impeccable therapeutic work with all
clients, in all situations" (p. 839) were the most stressful beliefs reported by the therapists
in the sample. Examples of such beliefs were "I should always work at my peak level of
enthusiasm and competence," "I should be able to handle any client emergency that
arises," and "I shou ld be ab le to help every client." Over 40% of the participants rated
these three beliefs as at least moderately stressful.
Deutsch's (1984) study was not without limitations. The questionnaire was selfdesigned and did not report any validity or reliability. The sample was from one midwestern state and therefore not representative of the general population of
psychotherapists. However, to her credit, the demographics of her sample did match
those from an earlier similar study by Farber (1979) who used an eastern U.S. sample of
psychiatrists, psychologists, and social workers. Another limitation was that the
questionnaire included on ly work-related sources of stress and did not account for the
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stresses the therapists may have experi enced outside of work, such as home and family.
There also was no mention of enhancers that therapists may encounter to help alleviate
the drawbacks of being a therapist.
Guy et al. (1989) surveyed 318 psychol'b gists in a national sample of American
Psychological Association (APA) clinical

members~J>,articipants were asked, "During the
•

I .

past three years, have you experi enced personal di§'?re,ss from one or more of the
following?" The choices and the percentage of affirmative answers to each are as
follows : job stress (32.9%), illness in the family (23.2%), marital problems (20.4%),
death in the family (17.9%), financial problems (15.9%), mid life crises (15.7%), personal
physical illness (14.7%), "other" (10.9%), legal problems (6.6%), personal mental illness
(3 .1 %), and dmg abuse ( 1.0%). When asked if the personal distress decreased the quality
of pati ent care, 36.7% of the sample replied affirmatively (4.6% of the sample felt that the
distress resulted in inadequate patient care).

Summary
It appears that the life of a therapist is indeed stressful and that many things

contribute to stress levels. The question arises as to whether or not therapy is needed to
help alleviate the stresses discussed above. In the Guy et al. (1989) study, of those
reporting personal distress, only 26.6% reported seeking individual therapy (1 0. 7%
sought family therapy) for the reported distresses. The editor's follow-up to Charney's
(1982) paper stated:
We concur that family therapy for the trainee on the way to becoming a family
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therapist is an important component of their cognitive and affective learning- in
fact, an essential ingredient for absorbi ng the intricacies and subtleties of the
dynamic process and for learning about oneself in the complex web of family
relationships. Without experiencing this from the recipient end of the process,
how can one become cognizant enough of the inner world of the family to conduct
therapy as the "expert" clinician? (Kaslow, 1982, p. 55)
However, as Wetchler and Piercy (1986) found , MFTs seem to be aware of the
work/family interfaces in the profession of marriage and family therapy. Whether or not
their sample gained this knowledge through therapy is not known. Charney's (1982)
observations about the leaders in the family therapy field cannot be generalized to the
everyday family therapist. The therapists in the Wetchler and Piercy sample are more
likely to be representative of the everyday MFT in the midwest. Perhaps everyday fan1ily
therapists are more aware than the leaders of the profession are of their roles and
difficulties in family life. Nonetheless, we can thank Charney as well as Piercy and
Wetchler (1987) for their efforts to make family therapists more aware of the pitfalls
inherent in the profession of marriage and family therapy.

Therapists Who Do Seek Therapy

Over the last decade and a half, the subj ect of therapists seeking therapy has
appeared in the literature a number of times; however, recent literature is sparse. It is
estimated that between two-thirds and three-fourths of therapists have received some
form of therapy (Macran & Shapiro, 1998; Macran et al., 1999). The studies reviewed
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confirm these estimates, but the numbers vary and some studies did not separate therapy
during the professional career from therapy during the therapist's lifetime (see Table I).

How Many are Seeking Therapy

Deutsch ( 1985) found that at least 54% of 264 non-medical psychotherapists in a
midwestern state had received therapy at some point in their lifetime. Norcross and
Prochaska (1986a, 1986b) found that 85% of women psychologists (n = 83) and 71 % of
women counselors (n = I 08) reported having previously been to therapy. Of those, 28%
of the psychologists and 27.8% of the counselors reported that they had been to therapy
for their most recent episode of high distress. One limitation to the Norcross and
Prochaska studies was that their sample contained only females; therefore, we do not
have any information about potential gender differences.
Guy et al. (1988) found that psychologists (N = 318) from three APA divisions
who had received therapy prior to graduating (69.8%) were more likely to seek further
personal treatment after receiving their degrees (61.6%). Norcross et al. (1988) found
that 71 % of psychotherapists (N = 710) reported personal treatment in their lifetime.
Broken down by profession, Norcross et al. found that 75 % of the psychologists (n =
314), 67% of the psychiatrists (11

= 159), and 72% of the social workers (n = 237) in their

sample had been to therapy. The incidence of treatment during the therapists' careers in
the Norcross eta!. sample was hypothesized to be high due to many participants reporting
a second incidence of therapy. The average age of second therapy was found to have
taken place whil e therapi sts were in their 30s, a time that most therapists have completed
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Table I
Summary of Literature on Therapists Receiving Therapy
Study
Who Sampled
Sample size (Response rate)

%Therapy

% Not Therapy

Deutsch ( 1985)
Professional Psychotherapists in Iowa
264 (42%)

estimated
54% (lifetime)

34% had
considered
therapy but did
not seek it.

Norcross & Prochaska (1986a; 1986b)
National sample of women
psychologists and counselors
83 Psychologists (30%)
108 Counselors (39%)

(lifetime)
85% Psychologists
71% Counselors

(lifetime)
15%
27%

Guy, Stark, & Poelstra (1988)
National sample of psychologists
318(44%)

82% (lifetime)
62% (career)

18% (lifetime)
38% (career)

Norcross et a!. ( 1988)
National sample of Psychologists,
Psychiatrists & Social Workers
3 14 Psychologists (65%)
159 Psychiatrists (34%)
237 Social Workers (50%)

71% total sample
(all lifetime)
75%
67%
72%

not reported

57% total
Psychologists (67%)
MFT (65%)
sw (56%)

not reported

84% (100 were in
therapy at time of
study)

14% (lifetime)

89% (career)

II% (career)

Norman & Rosvall (1994)
Utah psychotherapists (psychologists,
social workers, and MFTs)
421 (40%)
Pope & Tabachnick (1994)
National Sample of Psychologists
476 (59.5%)
Deacon et a!. ( 1999)
National Sample ofMFTs
175 (44%)
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their training, thu s making it likely that many therapists in this sample had been to
therapy during their careers.
Norman and Rosvall (1994) found in a sample of Utah psychotherapists (N= 421)
that 57% had been in therapy. Whether this was during their career or lifetime was not
specified. This also was broken down by profession: 67% of psychologists (n

= 78), 65%

of marri age and family therapists (n = 20), 56% of social workers (n = 288), and 51% of
combination degree therapists (n

=

35). In that same year, Pope and Tabachnick (1994)

found that 84% of their AP A sample (N = 476) had been in therapy. Pope and
Tabachnick were not clear as to whether this was during participants' careers or lifetime;
however, I 00 of the therapists did report being in therapy at the time of the study.
Deacon et al. (1999), in the most recent study available, found that 89% of marriage and
family therapists from a national sample of AAMFT members (N = 175) had been in
therapy at some time since entering practice.

Demographics of Therapists Who Seek Therapy
The literature shows that there is a clear difference on many factors between
therapists who seek therapy and those who do not. These include gender, age, marital
status, number of children, religion, practice setting, theoretical orientation, degree,
amount of time in practice, number of weekly client contact hours, and profession
(Deacon et al., 1999; Deutsch, 1985; Guy et al., 1988, 1989; Macran & Shapiro, 1998 ;
Norman & Rosvall, 1994; Norcross et al., 1988; Pope & Tabachnick, 1994).
Nearly all studies reviewed that looked at gender as a factor found a clear gender
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difference on therapists ' therapy status. Women were found to be significantly more
likely to have sought therapy than men (Deutsch, 1985; Norcross et al. , 1988; Norman &
Rosvall, 1994, Pope & Tabachnick, 1994). Women also reported more stress than did
men, according to Norman and Rosvall (1994). They also reported being stressed over
things that men did not report as stressful (e.g., marriage partner, communication,
relationships, and children). Most of these factors relate to gender roles and expectations.
Deutsch (1985) found that women were more likely to have reported seeking treatment
for depression and relationship issues, which is consistent with the trend of depression
being more common in women, women being more concerned about relationship issues
(Normal & Rosvall, 1994), and men reporting higher marriage satisfaction (Thoreson et
al., 1989).
Age was found to be a significant predictor of therapists' therapy status (Deacon,
1999; Norcross et al. , 1988; Pope & Tabachnick, 1994). The mean age at which
therapists reported first entering therapy was found to be 31.08 years by Deacon and
colleagues (1999), 27.6 years by Norcross and colleagues (1988), and 26 years by Pope
and Tabachnick ( 1994); all three stud ies found that most therapists who had been to
therapy had done so before the age of 40. Guy et al. (1989) found that older clinicians
felt that their personal distress had no impact on patient care, perhaps making them feel
that therapy was less important.
Participants who were either single, divorced, or widowed were found to seek
therapy more than their married counterparts (Norman & Rosvall, 1994). Guy et al.
(1989) found that divorced and widowed therapists were most likely to have reported
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recent personal distress and Thoreson et al. (1989) reported that 70% of their sample who
were married said that they were often to very often satisfied with their marriages. The
results from these studies tend to support the benefits of marriage for therapists.
However, marriage/relationship was often reported as one of the top two reasons for
seeking treatment (Deacon et al. , 1999; Deutsch, 1985 ; Norcross et al., 1988; Pope &
Tabachnick, 1994) and Deutsch found that one of the reasons why some therapists had
not sought treatment was because their spouses were unwilling to go with them.
Number of children was found to be inversely related to the likelihood of seeking
therapy (Norman & Rosvall, 1994). Having more children may take time and money that
a therapist might otherwise use on professional development activities such as therapy.
Children may also be a stress reliever. However, Guy et al. (1988) and Norman and
Rosvall (1994) found that as therapists reported more weekly client contact hours, their
hours of therapy usage and willingness to seek therapy increased. They did not report the
level of weekly client contact that correlated with therapy usage.
Norman and Rosvall (I 994) also reported that religion may play a part in
therapists' therapy status. They found that Jewish therapists were more likely to seek
therapy; however, Jewish therapists were only 3% of the sample (N

=

421). Latter-day

Saint (LDS) therapists were least likely to have been to therapy; LDS therapists were the
majority of the sample (61 %). The only other study to examine religion as a factor was
Deacon et al. (1999). Their sample was mostly Catholic, Protestant, or Jewish with only
five LDS participants (N = 175). They also found in their sample that LDS therapists
were Jess likely to seek therapy; however, this finding is questionable due to the limited
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number ofLDS therapi sts in the sample. Deacon et al. did not report any findings
regarding therapists of other reli gious groups.
Type of practice also was shown to predict therapy status. Norman and Rosvall
(1994) found that therapists in private practice were most likely to be willing to seek
therapy over those in an agency setting. Deutsch (1985) found that private practice
therapists were more likely to report having experienced depression than agency
therapists.
The type of theoretical orientation a therapist subscribes to may have something to
do with therapy status. Theories that emphasize personal insight, such as psychodynamic,
psychoanalytic, transgenerational, and symbolic-experiential all were found to be
associated with therapists seeking personal therapy (Deacon et al., 1999; Guy et al., 1988;
Macran & Shapiro, 1998; Norcross et at. , 1988; Pope & Tabachnick, 1994). Deacon et al.
found that solution-focused therapists were less likely to have received therapy while Guy
et al. (1988) found that therapists who identified with an eclectic orientation received
fewer hours of individual psychotherapy than therapists of other orientations.
Deutsch ( 1985) found that masters-level therapists were more likely to have
sought therapy than PhD therapists. She also found that PhD therapists were less
depressed than masters level therapists.
One finding that may conflict with the reported association of age and therapy
status is related to years in practice. Norman and Rosvall (1994) found that therapists
who were in practice longer reported that they would be more willing to seek treatment
for themselves if needed . The age association was that therapists entered treatment early
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in their careers before the age of 40 (Deacon, 1999; Norcross et al., 1988; Pope &
Tabaclmick, 1994).
Two findings regarding licensure and willingness to seek therapy were found to
conflict with each other. Deacon et al. (1999) reported that MFTs in their national
sample had the highest percentage (89%) of therapists who had sought therapy than
studies looking at other types of psychotherapists (Deutsch, 1985; Guy et al., 1988 ;
Norcross & Prochaska, 1986a, 1986b; Norcross et al. , 1988; Pope & Tabachnick, 1994).
On the other hand, Norman and Rosvall (1994) reported that MFTs in their Utah sample
were least willing to seek therapy; however, they had few MFTs represented in the
sample, less than 5% (n = 20).
Macran and Shapiro (1998) reported two general reasons as to why therapists seek
therapy: to maintain therapist well-being and to increase therapist' s effectiveness. No
doubt these two reasons are interrelated because a therapist's effectiveness may be
greatest when the therapi st has a high degree of well-being (Beutler, Machado, &
Neufeld!, 1994; Parloff, Waskow, & Wolfe, 1978). The question is, which of the two is
the main reason why a therapist would want to enter treatment? Increasing a therapist's
effectiveness could be accomplished through supervision or continuing education.

Summary
Previous research shows that most therapists who seek therapy are doing so for
their own well-being. Deutsch (1985) found that the top reason why therapists in her
study sought therapy was relationship difficulties; the second most reported reason was
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depression. Norcross et a!. ( 1988) reported that marital conflict, depression, and anxiety,
in that order, were the top reasons why therapists in their study went to therapy and that
therapists seemed to be seeking treatment for personal, not training, reasons. Pope and
Tabachnick (1994) (N = 476) found that the problems for which psychologists reported
having gone to therapy were depression (n = 120), marriage/divorce (n = 94), relationship

(n = 66), self-esteem/confidence (n =57), and anxiety (n =5 5). The top five reasons for
which MFTs sought therapy in the Deacon et al. (1999) study were marriage (53.4%),
personal growth (40.2%), depression (37.4%), family of origin (36.8%), and relationship
(34.5%). From these studies it seems that therapists are seeking help mostly for one of
two reasons: depression and/or relationship problems. These two concerns were among
the top three reasons for seeking therapy in each study.

Therapists Who Do Not Seek Therapy

It is clear that many therapists seek therapy. However, the reported rates vary

greatly and therapists who have been to therapy may be more likely to answer
questionnaires about therapists seeking therapy than therapists who have not been in
therapy. So what do we know about those therapists, who seem to be the minority, who
have not received therapy? Not much. The little that is available in the literature comes
as side notes; some studies don ' t report any information about them.

How Many are Not Seeking Th erapy
In the Deutsch (1 985) study, 90 participants (34%) out of264 reported that they
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had considered therapy for various personal problems, but did not seek help through
therapy. Norcross and Prochaska (1986a, 198 6b) found that 71% of the psychologists (n
=

83) and 72% of the counselors (n = 108) in the sample had not sought therapy for their

most recent distress episode. The percentage of therapists in the sample who had never
been to therapy was quite low: 15% for the psychologists and 26.7% of the counselors.
Guy et al. (1988) examined 318 psychologists from three APA divisions about
therapy status before and after their training. They found that 30.1% of the sample had
not been to therapy prior to receiving their degrees, and that 38.3% of the therapists had
not utilized therapy after receiving their degrees. The total lifetime non-therapy group
was only 17.9% of the sample.
Norcross et al. (1988) reported nothing about the subsample of their study who
had never received therapy. They found that 71% of the sample (N= 710) had received at
least one episode of therapy in their lives. This suggests that about 29% of the sample
had never been to therapy, but nothing was reported about them.
Pope and Tabachnick (1994) briefly discussed the small percentage (16%) of their
sample (N = 476) who had not been in therapy. They grouped these therapists by age:
19% of therapists who were over the age of 50 (n

=

158) had never been to therapy, 15%

of those in their 40s (n = 217) had never been, and only 7% of those who were under 40
(n

=

73) had never been in treatment.
Norman and Rosvall (1994) reported that 57% of their sample (N= 421) had

previously been in treatment, but did not report how many had not. They did, however,
ask if therapists would be willing to enter treatment if they had a personaVemotional
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problem. Twenty-eight percent answered that they "might" seek therapy, 13% said
"probably woul d not," and only I% said they " definitely would not" seek therapy. The
most recent study reported that onl y II % of therapists from a national sample of 175
marri age and famil y therap ists had not sought therapy since becoming a therapist (Deacon
et al. , 1999).

Demograp hics of Th erapists Not Seeking Therapy
Gender was fo w1d to be a significant fac tor in predicting therapy status. Men
were found to be less wi lling and less likely to seek therapy (Norcross et al., 1988;
Norm an & Rosvall , 1994; Pope & Tabaclmick, 1994). Norman and Rosvall also found
that therapists with more children were less likely to seek therapy for themselves. Those
therapists in their sample who had more chi ldren were most li kely to be men.
Latter-day Saint therapists reported being less w illing to enter treatment than
therapists of other reli gion s (Deacon eta!., I 999; Norman & Rosvall, 1994) . As for
practi ce site, therapists who work in agency settings, particularly a fed eral agency, were
least willing to seek therapy. Deacon et al. found that solution-focused therapists were
less likely to have received therapy while Guy et al. (1 988) found that therapists who
identified w ith an eclectic orientation recei ved fewer hours of indi vidual psychotherapy
than th erapists of other orientations. Norcross et al. (I 988) found that only 47% of
behavioral therapists in their sample had received therapy.

Summary
Little is known about therapi sts who have not sought therapy. The little reported
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is mostly inferred from the findings about those who have been in therapy. There is not
enough information to make conclusions about why some therapists do not, or would not,
go to therapy or how they effectively cope with their life stresses. More research in this
area is needed.

Barriers to Seeking Therapy

Guy and Liaboe (1986) discussed the use of therapy by therapists. One of the
things they focu sed on was why some therapists had not sought treatment. From their
review of the literature available at the time, they concluded that therapy for the
psychotherapist is underutilized for two reasons. First, therapists seem to be hesitant to
remove themselves from the "expert" position of the therapist to become the patient or
client. Second, many therapists feel that they do not need therapy. Since Guy and
Liaboe's review of the literature, a number of studies have suggested that therapists are
utilizing therapy after training and that they do not seem to be hesitant to remove
themselves from the "expert" position and become a client themselves (Deacon et al.,
1999; Guy et al., 1988 ; Norcross et al. , 1988).
Other barri ers have been found to discourage therapists from seeking therapy.
The most common reason has to do with the question of to whom the therapist would go
(Deutsch, 1985; Guy & Liaboe, 1986; Norman & Rosvall, 1994). Many therapists build
up a network of colleagues within their community and even outside of the area they
practice in. There is an awkwardness of how to handle the social/professional
relationship with the therapist they may go to, especially if that therapist is already known
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socially/professionally.
A related barrier has to do with con fiden ti ality. Even if a therapist does go to a
colleague for therapy, there are still worri es about confidentiality and uncertainty of being
exposed to licensing boards or professional organizations (Deutsch, 1985; Norman &
Rosvall, 1994). This concern is especi ally evident in cases of substance abuse or sexual
problems.
For those therapists who have been in therapy previously, some may believe that a
need to return constitutes a failure or relapse or that the previous treatment was
unsuccessful (Guy & Liaboe, 1986). Some may have had bad experiences with their
previous therapy to the point that it was harmful. When this happens, some therapists
may begin to doubt the effectiveness of therapy in general. They also might feel that
having to seek therapy decreases their profess ional credibility (Deutsch, 1985; Guy &
Liaboe, 1986; Pope & Tabachnick, 1994).
The final two reasons therapists give as to why they hesi tate to seek treatment
have to do with resources and family. Therapists have stated that therapy costs too much
and demands too much time and emotional energy that they do not want to put forth
(Deutsch, 1985 ; Guy & Liaboe, 1986). Macran and Shapiro (1998) stated that therapy
during training was a huge burden to put on the trainee, perhaps to the point that it was
counterproducti ve. Deacon et al. (1999) hypothesized that some therapists, parti cularl y
family therapists, may not want to be held accountable for their portion of family
troubles. It may be hard for family therapists, who are supposedly experts on families, to
admit that there are problems with their own fami lies at home. Others have said that
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family members such as a spouse were not willing to participate in therapy for fear of
being ganged up on by two clinicians (Deutsch, 1985).
To summarize, the common barri ers therapists may face when confronted with the
need to seek therapy seem to have to do with personal discomfort of vulnerability as a
client, whom to go to, confidentiality concerns, commitment of resources, and
participation of fami ly. One or more of these factors may play a part in keeping therapists
away from or postpone the help that they may desperately need. These barriers may also
bring on additional stress and anxiety that furt her compounds the original problem.
There seem to be three types of barriers to seeking therapy. The frrst has to do
with not needing therapy and the second with finding excuses to not go when it is needed.
The third type of barrier is finding alternative ways to cope or deal with the problem.

Impairment

As found in the Guy and Liaboe ( 1986) essay, therapists have been saying that
they forego therapy because it is not necessary. This statement raises the question about
when therapy is necessary and what constitutes impairment in the psychotherapi st.
Lalioti s and Grayson (1985) set out to define impairment in the psychotherapist. Up to
that date, they found little in the research to set forth a definition. They found that most
states define impairment as anything that necessitates legal or ethical sanctions and
license revocation. They consulted the AP A, which gave a number of situations in which
impairment might occur, such as drug or alcohol abuse, but no definition. The American
Medical Association (AMA) had a definition of impairment that the authors referred to
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when deciding on their concept of impaim1ent: "interference in professional functioning
due to chemical dependency, mental illness, or personal conflict" (p. 85). Lali otis and
Grayson admit that this definition is vague and that more work in this area is necessary to
set the li mits of impaim1ent. Laliotis and Grayson also examined the inci dence of
impaim1ent based on a review of previous studies. They found a conservative national
estimate of alcohol impaim1ent among psychologists to be at around 6%, estimated from
100,000 psychologists.
Thoreson et al. (1989) defined impairment in tem1s of alcohol use and found the
rate of impairment in their sample to be around 6% to 9%. Psychologists experiencing
multiple distresses included 9% of the sample. Those experiencing single distress
episodes included 19% of their samp le. These findings indicate that impaim1ent due to
alcohol use is relatively low and consistent across studies, but as definitions of
impaim1ent broaden to inc lude everyday life stresses, the incidence rates increase.
To summarize, most of the studies reviewed reported impairment rates only in
terms of alcohol and drug use. Little was reported about rates of impairment due to other
factors such as mental illness, other personal problems, or interpersonal conflict.

Research Questions

The literature reviewed provides information about the therapists that do seek
therapy. It is clear that the maj ority of therapists seek therapy and that a typology exists
of therapi sts who do. However, there is not enough information about therapists who, for
unknown reasons, do not seek therapy and how they deal with the stresses they face.
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The purpose of thi s research was to learn more about therapists who do not seek
therapy. The research questions are:
I . From what source does significant stress come (family, work, personal,
social)?
2. What methods or strategies, besides or in addition to therapy, have therapists
used to effectively cope with life stresses?
3. What is the most effective coping strategy used as reported by the participants?
4. Can we predict the therapists who have not sought therapy during their careers
based on the demographic variables?
5. What barriers do marriage and fami ly therapists face in seeking therapy
regardless of whether or not they have ever received therapy?

29
CHAPTER 3
METHODS

This research was exploratory in nature, investigating how therapists cope with
their life stressors and exp loring who the therapists are that have not sought therapy in
their careers. A final purpose of thi s research was to learn more about the barriers
therapists face when confronted with the need or desi re to seek therapy.

Sample

Mailing lists of all licensed marriage and family therapists (LMFTs) in Colorado,
Utah, and Wyoming were obtained from each indi vidu al state licensing agency and
pooled together. The final popul ation consisted of 952 potenti al participants from these
three states: 389 LMFTs in the state of Utah, 474 LMFTs in the state of Colorado, and 89
LMFTs in the state of Wyoming.
To obtain a suffi cient samp le size of around 200 participants with a response rate
of 40%, 500 individuals were selected by taki ng every other name starting from the top of
the list (216 from Utah, 239 from Colorado, and 45 from Wyoming). The potential
participants were sent packets containing a cover letter (Appendix) explaining the
research, an informed consent, a two-page questionnaire, and a stamped and addressed
return envelope. A reminder postcard (Appendi x) was sent to all 500 potential
participants 2 weeks following the initial mail ing. A response rate of about 40% was
expected based on similar previous samples: 43.8% for Deacon eta!. (1999) who sent a
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reminder postcard I week following the original mailing and 40% for Norman and
Rosvall (1994) who sent a reminder postcard 2 weeks following the original mailing and
a second postcard 2 weeks after the first reminder.
In total, 250 questionnaires were returned for a response rate of 50%. Four

surveys were returned with notes indicating that the individual was not currently
practicing and did not wish to participate. Two questionnaires were returned with only
the first page completed and thus were eliminated from the final sample. One survey was
returned after all the analyses had been completed and subsequently was not included.
Fifteen envelopes were returned due to incorrect addresses and one was returned because
the recipient was deceased. The final useable sample contained 243 responses for a final
response rate of 48.6%.
The fin al sample consisted of 120 women and 122 men and one participant with
no gender indicated. The mean age was 50 years and ranged from 29 to 81 years (see
Table 2 for a complete report of the demographic data). Sixty percent of the sample were
in their first marriage and 28% had been divorced. The average number of children was
nearly three with a range ofO to 12 children. The sample was 97% Caucasian. In terms
of religion, 39% were Latter-day Saint (LOS), 23.6% were Protestant, 9.5% were
Catholic, 4.1% were Jewish, 3.3% were Buddhist, 10.8% said they belonged to no
religion, and 10% stated, "other." In terms of type of practice, 39.4% were in private
practice, 22.5% worked in a non-profit agency, 13 .1% were in group private practice.
The average number of years in practice was 16.6 with a range of2 to 45 years. Average
weekly client contact hours was 18.9 with a range of 0 to 50 hours per week.
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Table 2
Demog_raehics

Variables

n

%

Gender
Males
Females
Marital status
Never married
Cohabiting
l" marriage
Divorced
Divorced/remarried
Widowed
Widowed/remarried
Family life cycle
No children
Oldest child
Oldest child
Oldest child
Oldest child
Empty nest
Retired

0-5
6-12
13-18
18+

122
120

50.4
49.6

9
11
144
23
44
5
6

3.7
4.5
59.5
9.5
18.2
2.1
2.5

37
17
21
26
47
82
12

15.3
7.0
8.7
10.7
19.4
33.9
5.0

2
234
3
3

0.8
96.7
1.2
1.2

23
57
94
10
8
26
24

9.5
23.6
38.8
4.1
3.3
10.7
9.9

Race
African American
Caucasian
Latin American
Other
Religion
Catholic
Protestant
LDS
Jewish
Buddhist
None
Other

table continues
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Variables

n

Type of practice
Solo private practice
Group private practice
State agency
Non-profit agency
For-profit agency

93
31
16
53
22

39.4
13.1
6.8
22.5
9.3

Practice setting
Rural
Urban
Suburban

48
99
90

20.3
41.8
38.0

State of licensure
Colorado
Utah
Wyoming

114
108
14

47.9
45.4
5.9

Licensure
MFTonly
MFT + Psychologist
MFT + Social work
MFT + Professional counselor
MFT + Substance abuse counselor
2+ licenses

170
13
31
17
10
72

70.0
4.1
12.3
6.2
3.7
29.6

Professional identity
MFT
Psychologist
Social work
Professional counselor
Substance abuse counselor
Other

179
16
15
17
7
7

74.3
6.6
6.2
7.1
2.9
2.9

Inpatient vs outpatient
Inpatient
Outpatient

36
195

15.6
84.4

99
42
41
20
31

42.5
18 .0
17.6
8.6
13 .3

Type of clients
Individual adults
Families
Couples
Chi ldren
Adolescents

%

table continues
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Variables

n

%

Degree
MS/MA
MSW
PhD
Other

140
23
67
12

57.9
9.5
27.7
5.0

165
77

68.2
31.8

< $15 ,000
$15,000-30,000
$30,000 - 45,000
$45,000 - 60,000
$60,000- 75 ,000
$75,000 +

27
28
63
66
24
28

11.4
11.9
26.7
28.0
10.2
11.9

Highest stress level during career
Very low
Normal
Moderate
High
Very high

1
22
99
111
7

0.4
9.2
41.3
46.3
2.9

Source of stress
Work
Famil y
Personal
Social

120
68
46
4

50.4
28.6
19.3
1.7

Therapy
Yes
No

161
82

66.3
33.7

AAMFT member
Yes
No
Income
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Measure

Participants were asked to fill out a two-page questionnaire (see Appendix). The
first page contained question s regarding personal demographic information consisting of
mostly yes/no and multiple choice responses . The second page began with a question
asking participants to think of the most stressful time in their career and rate how stressful
it was on a 5-point Likert-type scale (I = Very low stress; 2 =Normal stress; 3 = Moderate
stress; 4 = High stress; and 5 = Very high stress). It also asked them to classify the stress as
personal, family, work, or social. The next question asked participants to choose from a list
of 25 coping methods they may have used to deal with life stress. Next, they were asked
to name the coping method they found most effective. Participants were then asked to
choose among possible barriers that they may face in seeking therapy from a given list of
13 . An open-ended question asking for other barriers gave participants an opportunity to
mention other barriers they might face in seeking therapy. The final question asked about
their past use of therapy during their career in a yes/no format.
The self-designed questionnaire contained 26 questions (19 demographic
questions, two questions about life stress, one about coping methods, one to determine
most effective coping method, two questions about barriers, and one question about use
of therapy). Possible responses for the two questions about life stress were created in
consultation with this researcher' s major professor and review of the Family Inventory of

Life Events and Changes (FILE) (McCubbin & Patterson, 1983b). Options for the coping
methods question were created through the researcher's personal experiences,
consultation with colleagues, and the researcher's major professor. Options for the
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answers to the question about barriers were obtained through the literature that previously
explored the topic of barriers to seeking therapy (Deutsch, 1985; Norman & Rosvall,
1994). The survey was piloted on two licensed colleagues, who reported that it took them
approximately 10 minutes to fill out. They recommended minor changes in the wording
of some questions. The questionnaire was exempted from review by the university's
Institutional Review Board for human subjects based on the assumption that the
questionnaire posed no more than minimal risk to the participants and surveys were
returned with no identifying inforn1ation.

Procedures

Participants were asked to fill out the questionnaire and return it in the provided
self addressed and stamped return envelope. No incentives were provided to the
participants for participating in this research. All data were reported anonymously
without identifying codes.

Data Management

The data were entered into SPSS Student Version 9.0. Questionnaires returned
with missing responses to questions were managed by excluding cases listwise, meaning
that any cases that had missing values for the variables being tested were omitted from
the analyses.
Many participants circled two or more options on many questions where only one
option was requested (i.e., type of practice, practice setting, professional identity, and type
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of clients). On these questions, a coin toss detennined which responses were entered.
For the question about professional licensure, participants were allowed to choose as
many options as applied; however, since it was already known, based on the population
sampled, that all participants were LMFTs, additional licenses were entered as the nonMFT licenses and the question was then used to determine multiple licensure.
Twenty-four participants indicated that their stress had come from more than one
source even though the question asked for the one source that contributed the majority of
stress. When this occurred, all sources of stress were entered.
Many of the participants reported being licensed in more than one state. When a
participant reported being licensed in additional states beyond the one sampled from , the
state from which the participant was sampled was entered (e.g., if a participant responded
as being licensed in California and Colorado, it was entered as Colorado). It was not
possible to determine in which state the participant lived or practiced. Two participants
reported being licensed solely in a state different from the three states being sampled.

Analyses

First Research Question: From What Source
Does Significant Stress Come (Family, Work,
Personal, Social) ?
Responses from the Likert-type question about the most stressfu l time in the
participants' careers were tabulated and frequency counts are reported. Participants were
also asked to report the source of this stress. Answers were used to determine the most
common type of stress for this sample. The frequencies of each stress type are reported as
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a percentage of participants who reported experiencing that type of stress at some time in
their careers. A likelihood ratio chi-square crosstabulation test was performed (R. Jones,
personal communication, June 26, 2002) to test for statistically significant differences of
stress level among the four types of stresses.

Second Research Question: What Methods or
Strategies, Besides or in Addition to Therapy,
Have Therapists Used to Effectively Cope
with Life Stresses?
Data from each of the 25 coping methods from the given list were used and
frequency counts are reported. The average number of coping strategies is reported and a
t test was performed to test for statistically significant differences on number of coping

strategies used and therapy status.
Likelihood ratio chi-square tests were performed to test for statistically significant
differences between each coping strategy and therapy status. Effect size measures (phi)
are reported as well as correlations for each coping strategy and therapy status.

Third Research Question: What Is the Most
Effective Coping Strategy Used as Reported
by the Participants?
Data from the open ended question asking participants to report their one most
effective coping method for stress were used to answer this question. Frequencies of
answers were collected, sorted, and counted. New coping strategies mentioned were
classified with the already existing list when possible (e.g., "talk with family" was
categori zed with " increased time with family").
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Fourth Research Question: Can We Predict
the Therapists Who Have Not Sought
Therapy During Their Careers Based on the
Demographic Variables?
To uncover the differences between therapists who had not utilized therapy and
those who had, demographic data were used as independent variables and the
participants' therapy status since finishing training was used as the dependent variable.
Frequencies, means, and percentages are reported for the demographic variables to
examine who these therapists are in terms of gender, age, marital status, number of
children, family life cycle stage, race, religion, practice information, professional
licensure, dual licensure, professional identity, client contact, degree, years in practice,
membership in AAMFT, and income.
Because therapy status is a dichotomous variable, a logistic regression analysis
was performed (Hamilton, 1992) wi th therapy status as the dependent variable and the
demographic variables as independent to determine which variables best predict therapy
status. Likelihood ratio chi-square crosstabu lation tests were performed at the a = .05
level of significance to test for statistically significant differences between the therapy (T)
and non-therapy (NT) groups for gender, marital status, family life cycle stage, race,
religion, type of practice, practice setting, professional licensure, dual licensure,
professional identity, type of client contact, degree, AAMFT membership, and income.
The following effect size measures are reported: phi for 2 X 2 contingency tables and
Cramer's V for contingency tables larger than 2 X 2 (R. Jones, personal communication,
June 26, 2002). Standardized residuals are reported to determine which variable levels

39
are different in terms of having received therapy or not. When a standardized residual for
a level is greater than the absolute value of two, it can be concluded that it is a major
contributor to the significant chi-square value (Haberman & Reynolds, 1984).
Independent sample t tests were performed to determine statistical significance
between T and NT at the a

=

.05 level of significance for each independent variable of

age, number of children, years in practice, and weekly client contact hours. Levene's test
for equality of variances was performed to ensure that the equal variance assumption was
not vio lated (X. Fan, personal communication, June 17, 1999).
A second logistic regression analysis was used to determine which variable levels
predict NT. All significant demographic variable level s that were associated with NT
from the chi-square tests were controlled and used as the independent variables.

Fifth Research Question: What Barriers Do
Marriage and Family Th erapists Face in
Seeking Therapy Regardless of Whether or
Not Th ey Have Ever Received Therapy?
This question was answered by participants selecting items from a list of 13
possible reasons that might prevent or delay them from seeking therapy. The number of
times each item was selected and the most common reasons or barriers are reported.
Likelihood ratio chi-square crosstabulation tests were performed on each barrier and
therapy status to test for statistically significant differences; phi is reported to indicate the
effect sizes. Demographic variables were also tested for each barrier using likelihood
ratio chi-square crosstabulation tests to determine the characteristics that are associated
with the barriers; effect size measures (phi and Cramer's V) are also reported.
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CHAPTER4
RESULTS

First Research Question: From What Source Does Significant Stress
Come (Famil y, Work, Personal, Social)?

Participants were asked about the most stressful time during their careers and
asked to rate how stressful this was on a Likert-type scale (very low, normal, moderate,
high, or very high). The participants most frequently endorsed having experienced high
stress at some time in their careers (46. 7%). About 41 % reported that they had
experienced moderate stress. Only one participant reported experiencing very low stress
and only seven reported that they experienced very high stress. Nine percent responded
that the most stressful time of their career was normal stress.
The most conunon source of high stress was from work (54.7%) followed by
fami ly (30.0%) and personal stress (2 1.8%). Only six participants stated that the most
stressful times of their careers was due to social stress. Twenty-four participants
indicated that their sources of stress were from more than one type.
Due to the small numbers of participants who endorsed the extreme stress levels
(very low stress and very high stress) and almost all participants (97%) endorsing the
middle three (normal, moderate, and high stress), the very low and very high options were
dropped from the analysis. Similarly, because social stress was endorsed by less than 2%
of the sample, it too was dropped from the analysis.
A three by three likelihood ratio chi-square crosstabulation was performed to test
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for statistically significant differences of stress level among the three types of stresses.
The results, LR (4, N = 225) = 1.82, p = .769, indicate that the level of stress did not differ
significantly from one type of stress to another; that is, participants who indicated their
stress was from work were just as likely to have experienced moderate to high levels of
stress as those who indicated their stress was from family or personal sources.

Second Research Question: What Methods or Strategies, Besides or in
Addition to Therapy, Have Therapists Used to Effectively
Cope with Life Stresses?

Participants were asked to mark all coping strategies they utilize to deal with life
stress from a list of 25 items. The following were the most-reported coping strategies and
the percentage of the sample that reported utilizing them: exercise (72%), consult
colleagues (63 %), vacation or time off (62%), humor (60%), and increased time with
family (50%) (see Table 3). The average number of coping strategies listed by the
participants was 8.32 per person with a range ofO to 22. A I test, I (241) = -4.43,p <::
.001 , two-tailed, showed that those who had not been to therapy (NT) identified on average
fewer coping strategies (M = 6.90, SD = 2.95) than those who had been to therapy (T) (M =
9.04, SD = 3.83). Levene's test showed that the equal variance assumption was not
violated (F = 2.55, p =. Ill ).
Because both individual therapy and marital therapy were available options that
participants could have endorsed, it may be that these two make up the difference between
T and NT in terms of how many coping strategies were listed. It is obvious that NT would
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Table 3
Coping Strategies
Coping strategy (N = 242)
Exercise
Consult colleagues
Vacation or time off
Humor
Increased time with fami ly
Increased time with fiiends
Recreation
Religious activities
Individual therapy
Leisure activities
Meditation
Entertainment
Relaxation exercises
Journal writing
Cutback on therapy hours
Self- help books
Food
Stop seeing certain types of cases
Increased sleep
Medication
Consult clergy
Marriage therapy
Family therapy
Group therapy
Drugs or alcohol

n using method

% using method

175
153
!51
146
121
109
108
106
102
101
86
85
84
66
65
64
55
55
50
39
32
29
16
13
11

72.0
63 .0
62.1
60.1
49.8
44.9
44.4
43.6
42.0
41.6
35.4
35.0
34.6
27.2
26.7
26.3
22.7
22.7
20.6
16.0
13 .2
11.9
6.6
5.3
4.5
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be less likely to endorse individual or marital therapy as a resource they utilize to deal with
stress. This is verified by likelihood ratio chi-square tests: LR (I, N = 243) = 98.13, p
.001 , Q> = .57 forT x individual therapy when stressed; LR(I, N= 243) = 18.1 l , p

5;

5;

.00 1,

Q> = .24 forT x marital therapy when stressed. The coping strategy of joumaling also
showed statistically significant differences on therapy status, LR (I, N = 243) = 24.83, p

5;

.001, Q> = .30 with NT being less likely to use this method (standardized residual= -3.2).
Other coping strategies that were positively correlated with T were using
medication (r = .22, p = .00 I), cutting back on therapy hours (r = .16, p = .015), reading
self-help books (r = .17, p = .008), spending time with friends (r = .22, p
writing (r = .30, p

5;

5;

.001), journal

.00 I), consulting colleagues (r = .14, p = .032), stop seeing certain

types of cases (r = .20, p = .002), going to marital therapy (r = .24, p ,:; .00 I), and going
to individual therapy (r =. 57, p ,:; .001). The only coping strategies that were negatively
correlated with T were spending time with family (r = -.14, p = .027) and religious
activities (r = -.13, p = .048); these were also positively correlated with NT at the same r
strength.
When the five most frequently endorsed coping strategies (exercise, consulting
colleagues, vacation, humor, or increased time with family) were examined by therapy
status, only small differences between the groups were evident for those who consulted
colleagues, LR (I, N = 243) = 4.54, p = .03, Q> = .14, and those who spent more time with
family LR(1, N= 243) = 4.94, p = .027, Q> = -.14. Those who had not gone to therapy
were less likely to have endorsed that they consult colleagues when stressed; however the
standardized residual only approached the stati stically significant value of two
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(standardized residual = 1.4). Those therapists who endorsed that they spend more time
with family to reduce stress were less likely to have sought therapy, but again the
standardized residual was less than two (standardized residual= 1.3). It seems that T may
utilize their colleagues in addition to therapy while NT may be utilizing their families
instead. However, it is clear that T seem to use more coping strategies than NT. Whether
or not these extra coping methods are qualitatively better is not known, a question to be
addressed in future research.

Third Research Question: What Is the Most Effective Coping Strategy
Used as Reported by the Participants?

Participants were asked to indicate the coping method they find most effective
when dealing with their stress. This was an open-ended question and many individuals
responded with multiple answers; all responses were entered. Most participants indicated
options from the available list of25 coping strategies; however, some also responded
with coping strategies that were not on the list. Responses not on the available list were
grouped according to similarity and categorized with the original options where possible
(e.g., prayer, religious reading, and church attendance were categorized together as
religious activity). Although many fit within the original 25 coping strategies, other
methods did not fit and new categories were created such as "balance work and personal
life," "solve the problem directly," "talk it out," "change attitude," "change of job," "selfcare," "professional development," "planning/time management," "combination of many
strategies," and "slow down/pacing." The three most commonly mentioned effective
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coping methods for stress reported by the samp le were religious activities (n = 45),
exercise (n = 44), and increased time with fami ly (n = 38). Individual therapy was
endorsed as the most effective coping strategy by only 14 participants (See Table 4).

Fourth Research Question: Can We Predict the Therapists Who Have Not
Sought Therapy During Their Careers Based on the
Demographic Variables?

After all the data were collected, it was determined that 66% of the sample had
been to therapy at some time in their professional careers (T), while 34% had not been to
therapy during their careers (NT). The fo llowing demographic variables predicted
therapy status (T = 1, NT = 0) on a logistic regression analysis using a forward stepwise
likelihood ratio method to enter the data into the model (Norusis, 1990): gender (females
= 0, males = I) (B = -1 .31, SE B = .39, Wa/d = 11.34, p = .001, odds ratio = .27), number
of children (B = -.35, SE 8 = .11 , Wald = I 0.88, p =.001, odds ratio = .71), working with
outpatient (coded as 1) vs . inpatient cli ents (coded as 2) (B = 1.57, SE B = .49, Wald =
10.46,p = .001, odds ratio= 4.80), and marital status (B = -.3 6, SE B = .12, Wald = 8.58,
p = .003, odds ratio = .70) (a negative coefficient indicates a decreased likelihood ofT,

while a positive coefficient increases the likelihood ofT). The above model was 80%
accurate in predicting therapy status for this sample. To determine which levels of the
above variables were most likely to predict therapy status, likelihood ratio chi-square
crosstabulation tests were performed using all demographic variables as independent
variables and therapy status as the dependent variable.
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Table4

Most Effective Coping Strategies
Strategies

n

Religious activities
Exercise
Increased time w ith family
Increased time with friends
Vacations/time off
Meditation
Consult colleagues
Balance
Individual therapy
Recreation
Self-care
Change attitude
Leisure activiti es
Relaxation exerci ses
Change job
Planning/management
Journal writing
Humor
Professional developm ent
Cutback on hours
Solve the probl em
Talk it out
Slow down/pac ing
Entertainment
Combination of above
Increased sleep
Marriage therapy

45
44
38
23
22
20
18

Total

14
14
12
12
II
II

8
7

7
6
6

5
5
5
4
4
4
4

3
I

353

Note. The total is greater than N because participants were
allowed to enter as many effective coping strategies as desired .
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The results of the likelihood ratio chi-square crosstabulation tests indicate that the
groups differ according to therapy status on several demographic variables with statistical
significance. These included gender, LR (1, N= 242) = 38.09, p s; .001 ,

<I> =-.39; marital

status, LR (6, N = 242) = 41.50, p s; .001 , V = .38; family life cycle, LR (6, N = 242) =
26.90, p s; .00 I, V =.31; religion, LR (6, N =242) =70.95, p s; .001, V =.52; type of
practice, LR (7, N= 236) = J6.47,p = .021, V= .27; inpatient versus outpatient clients,
LR (I, N = 231)

46.28,

= J3.95,p s; .001, <I>= .25; and state licensed in, LR (4, N = 238) =

p s; .00 I, V = .43. The standardized residuals that were greater than or equal to

the absolute value of two for each of the above tests show which categories contribute to
the significant results within each chi-square analysis (Haberman & Reynolds, 1984). If
the standardized residual is less than negative two for a variable level, participants were
less likely to be in the NT group. It must be noted that even though they are less likely to
be in the NT group, they are not necessarily more likely to be in the T group. For
example, Protestants were less likely to be in the NT group, but the standardized residual
forT did not show that they were more likely to be T than other religious groups (-2.3 for
NT and 1.7 forT) (see Table 5). If the standardized residual is greater than positive two
for a variable level, participants are more likely to be in the NT group (See Table 6).

In terms of gender, females were less likely to be in the NT group (n = 18, 15%,
standardized residual= -3 .5), while males were more likely to be in the NT group (n = 63,
52%, standardi zed residual = 3.5). Participants in their first marriages were also less
likely to have been in therapy during their careers compared to those who were not in
their first marriages. Out of the 144 participants who were in their first marriages, 69 or
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Table 5

Variable Levels Contributing_ to the Statistical SitJ!!.ifj_Cance o[Chi-Sq_uare Tests
Likely

Standardized
residuals

Not likely

Standardized
residuals

T

Females
No children FLC stage
Licensed in Colorado
Have 0 children

2.5 Males
2. 1 I " marriage
2.5 LDS
2.0 Licensed in Utah
Inpatient
5 or more children

-2.5
-2. 1
-3.6
-2.7
-2.0
-2. 7

NT

Males
I " marriage
LDS
For-profit practice
Licensed in Utah
Inpatient
5 or more children

3.5
2.9
5.0
2.1
3.8
2.9
3.8

-3.5
-2. 1
-2.9
-2.3
-3.5
-2.8
-2.4

Females
Divorced remarried
No children FLC stage
Protestant
Licensed in Colorado
Have 0 children
Have 1-2 children

Note. T = Therapy. NT = Not therapy. Standardized residuals greater than 121 are
considered to be major contributors to the statistical significance of the chi-square tests.

48% were in the NT group (standardized residual = 2.9). Those who had been divorced
but had remarried (n = 44) were less li kely to be in the NT group (15. 9%, standardized
residual = -2,0). Those in the family life cycle stage of "no children" (n = 37) were less
likely to be in the NT group; only two participants in this group had never been to therapy
during their careers (5.4%, standardized residual = -3.0).
The statistically significant differences between NT and T based on religion were
evident fo r the Protestant (n = 57) and the LDS (n = 94) participants. Protestants were less
likely to be in the NT group; only nine (16%) of the Protestant participants had never been
to therapy (standardized residual = -2.3). The LDS participants were more likely to be in
the NT group (64%, standardized residual = 5.0).
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Table 6

Chi-Sq_uare Tests, Demog_rae_hic Variables x Therae_r, Status
Variable

LR

Gender

38.09'

Q> or V

41.50'

26.90'

2.71

Catholic
Protestant
LOS
Jewish
Buddhist
No religion
Other religion

70.95'

63
18

52.1
15.0

3.5'
-3.5'

9
44
23
6
4
144
II

0
7
3
2
I
69
0

0
15.9
13.0
33.3
25.0
47.9
0

-1.7
-2.1'
-1.7
0
-0.3
2.9'
-1.9

36
17
21
26
47
82
12

2
7
12
10
18
25
7

5.6
41.2
57.1
38.5
38.3
30.5
58 .3

-2.9'
0.5
1.9
0.4
0.6
-0.5
1.5

2
233
3

I
80

50.0
34.3
33.3

0.4
0.1
0

23
56
94
10
8
26
24

3

13.0
16.1
63.8
0
0
26.9
12.5

-1.7
-2.3'
5.0'
-1.8
-1.6
-0.6
-1.8

.09

African American
Caucasian
Latin American
Rel igion

121
120

.31'

No children
Preschool children
School age
Adolescence
Launching
Empty nest
Retired
Race

%NT

.38'

Never married
Divorced/remarried
Divorced
Widowed/remarried
Widowed
I" marriage
Cohabiting
Family life cycle

Standardized
residual for NT

nNT

-.39'

Males
Females
Marital status

n

.52'

9
60
0
0
7
3

table continues
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Variable
Type of practice

LR

<j> or V

16.47'

.37

3.68

.26

4.20

Inpatient
Outpatient

13.95 '

22.6
29.0
43.8
66.7
36.5
59.1
41.2

-1.8
-0.4
0.7
1.0
0.4
2.1'
0.5

48
99
89

17
31
31

35.4
31.3
34.8

0.2
-0.4
0.2

169
10
30
15
9
9

56
2
14
5
3
2

33.1
20.0
46.7
33.3
33.3
22.2

-0.2
-0.8
1.2
0
0
-0.6

72

170

26
56

36.1
32.9

0.3
-0.2

179
16
14
7
7

61
3
7
3
3

34.1
18.8
50.0
42.9
42.9

0.1
-1.0
1.0
0.4
0.4

36
194

22
55

61.1
28.4

2.9'
-1.2

.13

MFTID
Psychologist ID
Social worker ID
Substance abuse counselor ID
Professional counselor ID
Inpatient vs. outpatient

21
9
7
2
19
13
7

-.03

Dual licensed
Not dual licensed
Professional ID

93
31
16
3
52
22
17

.12

MFTonly
MFT + Psychologist
MFT + Social worker
MFT + Professional counselor
MFT +Substance abuse counselor
MFT +Other
Dual licensure

%NT

.04

Rural
Urban
Suburban
Professional licensure

Standardized
residual for NT

nNT

.27'

Solo private practice
Group private practice
State agency
Private foundati on
Non-profit agency
For-profit agency
Other agency type
Practice setti ng

n

.25'

table continues
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Variable

LR

Type of clients

6.06

<I> or V

5.36

!.51

6.92

Colorado
Utah
Wyoming

46.28'

28
15
12
16

28.3
36.6
29.3
30.0
51.6

-0.8
0.4
-0.4
-0.2
1.8

140
22
67
12

41
12
25
3

29.3
54.5
37.3
25.0

-0.9
1.7
0.5
-0.5

164
77

51
30

31.1
39.0

-0.6
0.8

27
28
63
66
24
28

8
7
13
26
12
10

29.6
25.0
25.4
40.0
50.0
35.7

-0.4
-0.8
-1.1
0.9
1.4
0.2

113
108
14

17
60
3

15 .0
55.6
21.4

-3.5.
3.8·
-0.8

6

.17

Under $15K
$15-30K
$30-45K
$45-60K
$60-75K
Over$75K
State licensed in

99
41
41
20
31

.08

Yes
No
Income

Standardized
residual for NT

.15

MS/MA
MSW
PhD
Other degrees
AAMFT membership

%NT

.17

Individual adults
Families
Couples
Children
Adolescents
Highest degree earned

nNT

n

.43'

Note. A negative standardized residual indicates less likelihood of being NT, while a
positive standardized residual indicates increased likelihood of NT. <I> and Cramer's V
are effect size measures for 2 X 2 tables and tables larger than 2 X 2, respectively.
:standardized Residual ~ 12 1.
p s; .05.
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Choices for the question about type of practice included: solo private practice,
group private practice, state agency, fed eral agency, private foundation , non-profit
agency, for-profit agency, and other. Those who stated that they worked in a "for-profit
agency" were more likely to be in the NT group (n = 22, 59%, standardized residual =
2.1 ). Those who worked with inpatient clients were also more likely to be in the NT
group (n = 36,61%, standardized residual= 2.9).
The state the participants were licensed in also indicated statistically significant
differences in therapy status. Of the 108 Utah therapists, a majority were more likely to
be in the NT group (n = 60, 55.6%, standardized residual = 3.8). Of the 114 Colorado
therapists, the majority were less likely to be in the NT group; only 17 Colorado
therapists had not been to therapy during their careers (standardized residual= -3.5).
The I tests were performed at the a= .05 level of significance using therapy status
as the dependent variable and the continuous independent variables of age, number of
children, average weekly client contact hours, and years in practice. The only statistically
significant continuous variable was having more than three children. NT were more
likely to have more children (M = 3.91 , SD = 2.07) than T (M= 2.11 , SD = 1.79), I (238)
= 7.00, p

~

.001 , two-tailed (see Table 7). Levene's test for equality of variances showed

that the equal variance assumption was not violated (F= 1.78,p = .184).
Statistically significant results from the chi-square crosstabulations and the I tests
were entered into a second logistic regression analysis to determine which variable levels
were the best predictors of NT. The dependent variable was therapy status (T = 0, NT =
1). Since many of the independent variables used for the chi-square analyses showed
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Tab le 7

t Tests, Continuous Demog_ra[!_hic Variables x Thera[!_}!_ Status
Variable

M

Age

Therapy

df

n

SD

Group means

50. 10

241

-.40

T
NT

16 1
82

10.55
11.96

50.30
49.70

2.72

238

7.00'

T
NT

159
81

1.79
2.07

2.11
3.91

Weekly client
contact hours

18.82

237

. II

T
NT

157
82

11.04
11.34

18.86
19.02

Years in
practice

16.59

239

-.65

T
NT

160
81

9.57
11.1 6

16.89
15 .99

Number of
children

p ~ .05 .

stati stical significance only for certain levels within the variables, they were controlled by
coding the variable levels of interest as " I" and all other levels as "0" (i.e., first marriages
= l , non first marriages = 0; school age child = I, all other family life cycles = 0; LDS =
l , non LDS = 0; licensed in Utah = I, all other states = 0). Number of children was
grouped according to likelihood of therapy usage (0 children, 1-2 children, 3-4 children,
and 5 or more children) with those having three or more children being more likely to be
NT. Participants in all of these groups were least likely to have been in therapy during their
careers. The method used to enter the variables was forward stepwise using the likelihood
ratio (Norusis, 1990).
The results of the logistic regression analysis when the various groups were
controlled showed that the five best predictors for NT were those in their first marriage (B
= 1.31 , SE B = .40, Wa/d = 11.05, p = .00 1, odds ratio = 3.7 1), LDS (B = 1.2 1, SE B = .41 ,

Wald = 8.82, p

~

.003, odds ratio = 3.37), working with inpatient clients (B = 1.39, SE B =
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.50, Wald = 7 .78, p = .005, odds ratio = 4.0 l ), male (B = .76, SE B = .38, Wald = 3.99, p =
.046, odds ratio = 2.14), and having more chi ldren (B = .47, SE B = .24, Wald = 3.92,p =
.048, odds ratio = 1.60). Therefore, using the odds ratios to predict the likelihood of NT
when each of the following levels change from 0 to I , the odds of NT occurring increase
(by the odds ratio factor) when all other variables are held constant: first marriages (3.71),
being LOS (3.37), working with inpatient clients (4.01), male (2.14), and having more
children (1.60). For example, as religion changes from non-LOS to LDS and all other
variables remain constant the odds of therapy status being NT is increased by a factor of
3.37.

Fifth Research Question: What Barriers Do Marriage and Family Therapists
Face in Seeking Therapy Regardless of Whether or
Not They Have Ever Received Therapy?

Participants were asked to choose from a list of 13 potential barriers that they felt
applied to them and their situation. A 14"' choice, "none of the above; if! fe lt I needed
therapy, I would seek it regardless of the barrier," was also available. Participants were
allowed to choose as many as applied to them; 58 participants checked barriers as well as
the final option of "none of the above."
The mean number of barriers chosen by the total sample was 1.37 barriers per
person (SD = 1.47), not including the final option of "none of the above." Many (n = 89)
indicated that they felt they had no barriers to seeking therapy, while some (n = 7) indicated
as many as five to eight barriers that would either prevent or delay them from seeking
treatment. NT endorsed statistically significantly more batTiers than T, t (241) = 4.53 , p

~
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.001; (equal variance assumption was not violated, F = .40,p = .528). Mean number of
barriers for NT was 1.95 (SD

= 1.33); T had a mean of 1.08 barriers (SD = 1.45). Those

who marked "none of the above" had marked statistically significant fewer barriers (M =
.66, SD = .95) than those who did not mark "none of the above," (M = 2.40, SD = 1.48) t
(153.68)

= 10.36, p

,; .001; (equal variance assumption was violated, F

= 17.11, p

,; .001,

and the t test reflects adjustment).
Likelihood ratio chi-square tests were performed for each barrier with therapy
status as the dependent variable to determine if there were statistically significant
differences between T and NT (see Table 8). The following items showed statistical
significance on therapy status with NT being more likely to endorse each: (a) "I can
handle my own problems effectively enough without therapy," LR (I , N= 243) = 52.44, p
,; .001 , ¢ = -.47, also the most common barrier chosen (n = 73; 30.2%); (b) "My
problem(s) is/are not significant enough," LR (I , N

= 243) = 31.19, p

, .001,

¢ = -.37,

second most common barrier chosen (n = 67; 27.7%); and (c) "I would rather seek help
from fri ends, famil y, or clergy," LR (1 , N = 243)

= 5.07, p

,; .05,

¢ = -.15, n = 40, 16.5%.

The last option of"None of the above; ifl fe lt I needed therapy I would seek it regardless
of the barrier," also showed statistical significance on therapy status, LR (I, N = 243) =
24.81, p , .001 , ¢ = .32,n = 144, 59.5%, with those endorsing it less likely to be NT.
To get an idea of which demographic variables were associated with the three
most commonly endorsed barri ers of"l can handle my own problems effectively enough
without therapy," "My problem(s) is/are not significant enough," and "I would rather seek
help from friends, family, or clergy," likelihood ratio chi-square tests were performed
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Table 8
Chi-Square Tests, Barriers x Th era!!.)!_ Status

Barrier (N = 243)

LR

<!>

%

Therapy status

SR

No barrier wou ld keep me from
seeking therapy

24.81"

.32"

59.3

T = l14
NT= 30

1.8
-2.6'

I can handle my own problem(s)
effectively enough without therapy

52.44"

-.47"

30.0

T = 24
NT = 49

-3.5'
5.0'

My problem(s) is/are not
significant enough

31.1 9"

-.37"

27.6

T = 26
NT = 41

-2.8'
3.9'

5.07'

-.15'

16.9

T = 21
NT= 20

-1.2

No therapist nearby that I don 't
know personally or professionally

.40

.04

15.6

T= 27
NT= II

0.3
-0.5

Therapy would require too much
effort, time, and/or money

.07

.02

14.4

T= 24
NT= II

0.1
-0.2

I don 't know a good therapist

.10

-.02

9. 1

T= 14
NT= 8

-0.2
0.2

I don ' t believe that confidentiality
would be kept

.04

-.01

5.8

T=
NT =

9
5

-0.1
0.2

I am afraid of exposure or
professional censure

.00

.00

4.9

T=
NT=

8
4

0.0
0.0

I am concerned about what my
colleagues might say or think

.73

-.06

4.5

T=
NT=

6
5

-0.5
0.7

I question the effectiveness of
therapy

.56

.05

3.7

T=
NT =

7
2

0.4
-0.6

My spouse is unwilling to
participate in couples' therapy

4.94

.II

2.5

T=
NT=

6
0

-1.4

I am concerned about what my
family might say or think

.00

.00

1.2

T=
NT =

2
I

0.0
0.0

I am concerned about what my
clients might say or think

.24

-.03

.8

T=
NT=

I would rather seek help from
friends, family, or clergy

"Standardized residual (SR)

:?.

p ,;

1.0

-0.3
0.4

12 1. Negative SR indicates the group is less likely to

barrier, positive SR more li kely to have barrier.
.have that
.. .00 1.
.05.
p ,;

1.7
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using all demograph ic variables likely to be associated with NT: gender (males), marital
status (1 " marriage), family life cycle (oldest child 6- 12 years), religion (LDS), type of
practice (work in a for-profit agency), state oflicensure (Utah), and inpatient vs.
outpatient (inpatient) clients (see Table 9).
Gender showed statistically significant differences with males being more likely
to state, "I can handle my own problems effectively enough without therapy," LR (I , N =
242) = 25.67,p ~ .001 , <J> = .32, standardized residual= 2.9. They were also more likely
to state, "My problem(s) is/are not significant enough"; however, the standardized
residual was only 1.7, LR (l , N = 242) = 7.99, <J> = .18, p = .005.
Marital status showed statistically significant differences for two different levels.
Those who had been widowed and remarried were most likely to have endorsed the

Table 9

Top Barriers Endorsed x NT Demographic Variables
Barriers

" I can handl e my own
problems effectively
enough without therapy."

SR

Males

2.9

Marita l Status

Widowed/remarried

1.7

First marriages

2.2

Family Life Cycle

Retired

1.8

Oldest child 0- 5 years

2.0

Religion

LDS

4.3

LDS

2.9

Practice type

For-profit

2.2

State of Licensure

Utah

3.5

Utah

2.5

Variable
Gender

"My problem(s) is/are
not significant enough."
SR
Males

Note. Dash indicates that there were no differences among practice types for this
barrier. SR = standardized residual.

1.7
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barrier " I can handle my own problems effectively enough without therapy"; however, the
standardized residual was only 1.7, LR (6, N = 242) = 14.83 , V = .24,p = .028. Those in
their first marriages were most likely to endorse "My problem(s) is/are not significant
enough," LR(6, N= 242) = 22.50,p = .003, V = .28, standardized residual = 2.2.
Those who were retired were most likely to endorse the barrier "I can handle my
own problems effectively enough without therapy"; however, the standardized residual
was only 1.8, LR (6, N = 242) = 25 .56, p = .002, V = .29. Those whose oldest child was
preschool age (0- 5) were most likely to endorse the barrier of"My problem(s) is/are not
significant enough," LR (6, N = 242) = 13.00, p = .038, V = .24, standardized residual =
2.0.
LDS participants were more likely to endorse the barriers of "I can handle my own
problems effectively enough without therapy," LR (6, N = 242) = 50. 53 ,p !> .001, V = .44,
standardized residual = 4.3 and "My problem(s) is/are not significant enough," LR (6, N =
242) = 24.46,p = .001, V = .31 , standardized residual = 2.9. The LDS participants were
also least likely of all religious groups to state that they would seek therapy regardless of
the barrier, LR (6, N = 242) = 17.86, p = .008, V = .27, standardized residual = -2.0.
Those who worked in a for-profit agency were most likely to endorse the barrier "I
can handle my own problems effectively enough without therapy," LR (7, N = 236) =
19.34, p = .006, V = .29, standardized residual = 2.2. No other type of practice levels
showed statistical significance on any of the other barri ers. Utah therapists were most
likely to endorse both barriers of"I can handle my own problems effectively enough
without therapy," LR(4, N = 238) = 33.26,p !> .001 , V= .37, standardized residual= 3.5
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and "My problem(s) is/are not significant enough," LR(4, N= 238) = 16.67, p = .003,
V = .26, standardized residual = 2.5.
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CHAPTER S
DISCUSSION

The results of thi s study show that there is a clear difference in therapy status
among many of the demographic variables, particularly gender and religion. There also is
a difference between therapists who have sought therapy (T) and therapists who have not
sought therapy (NT) based on the barriers the therapists perceive are present that prevent
them from seeking therapy. One area that is important to mention where there were no
di fferences was in coping strategies; both T and NT seem to use similar coping strategies
to deal with their stress, with the exception of therapy. There also were no differences on
type or level of stress between T and NT.

First Research Question: From What Source Does Significant Stress
Come (Family, Work, Personal, Social)?

This sample had experienced some stressful times during their careers. Nearly
88% percent of the sample indicated experiencing at least one time of moderate to high
stress. It seems that work stress was the precipitating factor for the times of increased
stress for the majority of the sample followed by family stress. This is consistent with
previous research and literature cited regarding the occupational hazards of a therapist
(Charney, 1982; Deutsch, 1984; Guy et a!., 1989; Wetchler & Piercy, 1986). Deutsch
found that therapi sts reported the most stressful aspects of their careers had to do with
dealing with difficult clients, which is a type of work stress. Not being able to spend
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enough time with family as desired, a fami ly stress, was found to be a significant stressor
in the Wetchler and Piercy study.

Limitations

One limitation of the questionnaire was that it did not define social stress and this
may partially account for the reason why there was a lack of endorsement of this type of
stress. It also asked participants to indicate the one source of the majority of their stress.
Many participants ignored this request and endorsed two or more. Due to the significant
number of participants who indicated this, all responses were entered. This suggests that
stress likely comes from more than one source and perhaps future research would do
better to allow participants to endorse all sources of stress. This indicates pile-up as
described in the double ABCX model of family stress (McCubbin & Patterson, 1982,
1983a, 1983b). By allowing endorsement of multiple sources of stress, interactions could
then be discussed and support cou ld be generated for previous research on this topi c
(Wetchler & Piercy, 1986).
Another limitation was that the questi01maire did not request the participants'
current stress level. Perhaps future research could address how therapists are currently
dealing with their high stress levels in addition to how they have done so previously.
This would generate support for the second 8 factor of the double ABCX model of
resources gained after the original crisis.

Family Stress Theory

The results from the first research question are informed by the ABCX model of

62
family stress (Hill, 1949, 1958). In this model, A represents the stressor or crisis. For the
majority of therapists in this sample, work is the source for much of the significant stress
experienced during their careers. Family stress was also experienced by a large portion of
the sample and for some it was endorsed along with work stress, indicating a pile up
effect. It is important for therapists to recognize the impact that their work has on
themselves personally as well as on their families and to develop the coping skills (part B
of the ABCX model) necessary to deal with these pile up stresses (Piercy & Wetchler,
1987).
There was evidence to show that many participants were aware of the pile up,
second A of the double ABCX model, they experience because many indicated more than
one source of stress even when only one primary source was requested. This is especially
important for therapists who are exposed to stressful situations every day in their work
and how these situations can sometimes spill into their personal lives if not dealt with
appropriate! y.
Based on the double ABCX model of family stress (McCubbin & Patterson, 1982,
l983 a, 1983b), individuals who have reached the second C (which is the new
interpretation of the original stressor A) will have a different outlook on the previous
stress level than when the stress was first encountered. This is of course, mediated by the
level of resolution achieved post crisis. This is an area of interest in this research. Many
therapists responded that they had experienced moderate to high levels of stress but very
few indicated that they felt their previous level of stress was very high. This may indicate
that many had adapted successfully to their previous crises by using their indicated
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resources of coping strategies. If this hypothesis is correct, those therapists would be less
likely to succumb to stress pileup and would be less likely to need therapy. Further
research could test this hypothesis. Also of interest would be looking at what coping
strategies therapists use or adopt as a result of being a therapist.

Second Research Question: What Methods or Strategies, Besides or in
Addition to Therapy, Have Therapists Used to Effectively
Cope with Life Stresses?

The findings for the second research question show that the five most frequently
endorsed coping strategies used by therapists in this sample were exercise, consulting
colleagues, vacation or time off, humor, and increased time with family. Norcross and
Prochaska (1986a) also reported that exercise was the most frequently mentioned coping
method for their sample. The average number of coping strategies used by T was almost
nine, whereas the average number used by NT was nearly seven, a statistically significant
difference. It seems that T utilizes on average two more coping strategies than NT.
As found in the results, therapy did seem to account for at least one ofthe
additional resources utilized by T. Keeping a journal seemed to have been the second
additional strategy most utilized by T that NT did not use (see Table 10). Joumaling is an
intervention used in many cognitive behavioral therapies (Baucom & Epstein, 1990) and
it may be that the coping strategy ofjoumaling was utilized as a result of having gone to
therapy because there was a statistically significant correlation between the two. More
research would need to verify this hypothesis. As for how many or what kind of coping
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Tab le 10
Most Common Coping Strategies Used by T and NT
Therapy Status
T(n=l6 1)
Exercise
Consult colleagues
Vacation or time off
Individual Therapy
Humor
Increased time w/ friends
Increased time w/ famil y
Recreation
Leisure activities
Religious activities
Meditation
Journal writing
Relaxation exercises
Entertainment

%

r

72.0
.00
67.7 .14'
62.7
.02
62. 1 .57"
58.4 -.05
.22"
52.8
44.7 -.14'
42.9 -.05
41.0 -.02
39.1 -.13'
.06
37.3
.30"
36.6
36.6
.06
33.5 -.04

NT (n = 82)

%

r

Exercise
Humor
Vacation or time off
Increased time w/ family
Consult colleagues
Religious activities
Recreation
Leisure activities
Entertainment

72.0
63.4
61.0
59.8
53.7
52.4
47.6
42.7
37.8

.00
.05
-.02
.14'
-.14'

.13'
.05
.02
.04

Note: Bold indicates the larger percentage between the two groups when they shared a
coping strategy .
• p ~ .05 . •• p ~ .001.

strategies is best for effectively handling stress, that would need to be addressed in future
research where the participants' mental status or impairment is measured.

Limitations
The major limitation for the research question was that participants were not
asked to identify which coping strategies they used for the different kinds of stress and
which ones were utilized for higher levels of stress. This would have certainly given a
better gauge as to what coping strategies are more valuable in certain circumstances. A
question that asked about factors that served as enhancers to counterbalance the stresses
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would also have been useful (Wetchl er & Piercy, 1986).

Family Stress Theory
The second part of the ABCX model of family stress (Hill, 1949, 1958) has to do
with resources. This question did address which resources therapi sts in this sample use to
deal with their stress. This inform ation can be disseminated to other therapists and those
in training to give them an idea of what their colleagues feel are their best resources to
deal with the stresses inherent in a career as a marriage and famil y therapist. It seems that
exercise is the most frequently used resource for this sample and was mentioned as one of
the most effective.
The results give support to the idea in the doubl e ABCX model (McCubbin &
Patterson, 1982, 1983a, 1983b) that the second B is the additional resources gained after
the original crisis. T seem to have gained addi tional resources and have more coping
strategies at their disposal to use in times of need when stresses or crises return. It was
not known which coping strategies were gained post-cri sis for NT, but it can be assumed,
theoretically, that many did gain additional coping skills.
The one clear difference between T and NT was the utilization of therapy as a
resource for dealing with stress. Guy et al. (1988) and Norcross et al. (1 988) reported that
therapi sts who had received therapy prior to graduating were more likely to seek further
personal treatment after receiving their degrees. Thi s shows that once therapy is utilized
by therap ists it becomes a resource that they are likely to use again. This supports the
idea from the second B of the double ABCX model of family stress that resources are
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gained after the original crisis. More research needs to be done to discover the resources
gained by NT follo wing their crises. Also of interest would be to investigate the unique
coping strategies gained as a result of being a therapist that the general public do not use
or consider a coping resource for stress or crises.

Third Research Question: What Is the Most Effective Coping Strategy
Used as Reported by the Participants?

There were many responses to this question that indicated that there are multiple
and specific ways that therapists effectively deal with their stress. Therapists from this
sample indicated that there are more effective coping strategi es for stress than therapy.
Seven coping strategies (religious activ ities, exercise, spending more time with family
and friends, taking vacations or time off, meditation, and consulting colleagues) were
mentioned as being most effective by more participants than individual therapy (marital
therapy was only endorsed once and family therapy was never endorsed). It may be that
therapy might be an effective method for many situations, but in some cases can add
additional stress; therefore, non-therapy methods of dealing with stress were preferred
over therapy.
Religious activities and spending more time with family were more likely to be
utilized by NT; however, exercise, taking vacations/time off, and consulting colleagues
were used by both T and NT. T was more likely to use meditation and spending more
time with friends . There seem to be no qualitative or quantitative differences between the
different effective coping strategies used by T and NT; religious activities can be
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comparable to meditation and spending time with famil y or friends both utilize the
therapi sts' support systems. The utilization of religious activities may be a unique
characteristic of this sample due to the fact that there were many LDS or otherwise
religiously active participants.

Limitations
Due to the qualitative nature of thi s question, it was difficult to determine which
strategies were associated with T and which were associated with NT. To attempt to
overcome this limitation, the results were compared to those found in the third research
question about general coping strategies. Because the most commonly endorsed effective
coping strategies all came from the original li st, therapy usage differences would likely be
similar for this question as well. The find ings about religious activities being an effective
coping strategy need to be verified with a national sample with a larger proportion of nonLDS NT and more non-LDS religious representation.

Family Stress Th eory
This research question also relates back to the B factor of the double ABCX
model of family stress (McCubbin & Patterson, 1982, 1983a, 1983b) and indicates the
resources that the therapists in this sample felt were most effective. An assessment of
which cop ing strategies were most effective can only be made following the crisis or
stressful situati on. This also helps the individual to proceed into the X level of adaptation
or bonadaptation. This would also apply to the second C factor of the double ABCX
model where the individual must evaluate the situation post crisis and determine if the
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resources met the demand of the stressor. Only responses that met the demand, achieving
some level of adaptation, could have been endorsed as a most effective coping strategy.

Fourth Research Question: Can We Predict the Therapists Who Have Not
Sought Therapy During Their Careers Based on the
Demographic Variables?

About two thirds of the sample had been to therapy at some time in their
professional careers. This is lower but consistent with previous research; Deacon et a!.
(1999) found that 89% of MFTs from a national sample had been in therapy, Pope and
Tabachnick (1994) found that 84% oftheir APA sample had been in therapy, Norman and
Rosvall (1994) found that 57% of Utah psychotherapists had been in therapy, and others
have estimated that between two thirds and three fourths of therapists in the U.S. have
received some form of therapy (Macran & Shapiro, 1998; Macran eta!., 1999).
Based on the first logistic regression analysis, gender and number of children were
the strongest predictors of therapy status followed by inpatient vs. outpatient clients and
marital status. This coincides with previous research that found female therapists were
more likely than males to have been in therapy (Norcross et a!., 1988; Norman & Rosvall,
1994; Pope & Tabachnick, 1994) and that those with more children were more likely to
have not been in therapy (Norman & Rosvall). Findings from previous research about
therapists seeking therapy that were not supported in this study were private practice
(Norman & Rosvall), years in practice (Norman & Rosvall), membership in AAMFT
(Deacon et a!., 1999), having a masters degree (Deutsch, 1985) and client contact hours
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(Guy et al. , 1988; Norman & Rosvall); these variables showed no statistically significant
differences between T and NT in this study.
However, this study produced new information that has not been mentioned in
previous research: type of clients (inpatient vs. outpatient) predicted therapy status with
statistical significance for this sample. Previous research also found differences on
therapy usage for LDS therapists; however, religion per se did not predict therapy status
on the first logisti c regression analysis. With many of the variables it was difficult to
determine which levels of the variable had the best predictive value.
Due to the lack of clear evidence from the first logistic regression analysis, chisquare crosstabulation tests were performed to find which of the demographic variable
levels were most associated with predicting NT. Here the LDS portion of the sample
showed a strong association with NT, which supports the findings of Deacon et al. (1999)
and Norman and Rosvall (1994), as did first marriage under marital status. It was
determined that a second logistic regression analysis was needed, this time controlling for
the variable levels that were most associated with NT (male, first marriage, oldest child
school age, LDS, for-profit agency, licensed in Utah, and inpatient clients).
The second logistic regression shed more light on the demographic characteristics
that best predict NT for this sample, which was the original intent of the research
question. New results from the second logistic regression analysis suggest that gender
and number of children became weaker predictors of NT, likely due to these variables
being stronger predictors ofT (i.e., females being more likely to beT and participants
with fewer number of children being more likely to beT). Working with inpatient
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clients, first marriage, and being LOS were the strongest predictors of NT.
Therapists working with inpatient clients are more likely to have higher colleague
support among the staff in the form of multi-disciplinary staffings and informal
consultations. Thoreson et al. (1989) found that 70% of their sample reported being very
satisfied with their marri ages. This is consistent with the current research, which found
that therapists who have not been to therapy are most likely in their first marriages. This
does not mean that therapists in their first marriages did not get therapy because the
majority of them in fact did (52% ofT and 48% of NT); however, most of the NT group
consisted of those in their first marriages (84%).
Being LDS seems to set therapists apart from other religious groups in this sample
based on therapy status. The reasons for this difference may be accounted for in the
beliefs and teachings of the LOS culture. One positive explanation is the existential
belief about families being central to the purpose of life and that family relationships will
be continued after death. For many LOS people this belief helps them put their problems
and trials into a larger perspective and take an optimistic attitude towards them as
growing opportunities (Hafen, 1996; Hinckley, 2001; Kimball, 1995). A negative belief
among the LOS culture is that seeking therapy may indicate a weakness or a lack of faith
in their religious beliefs or a lack of spirituality; this may be a barrier to therapy that LOS
therapists find difficult to overcome.
Based on the results from this sample, a profile emerged of a therapist who does
not seek therapy. A therapist who is male; in his first marriage; with at least three
children, the oldest of which is no older than 12; is LOS; and works in a for-profit agency
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with inpatient clients in Utah is the type of therapist who will be least likely to have been
in therapy at some time during his career. Three participants in this sample fit this profile
in every way and all three of them had not been to therapy.

Limitations
This sample of therapists seem to have utilized therapy less than other recent
samples (Deacon et al., 1999; Pope & Tabachnick, 1994). The rate of therapy usage was
similar to Norman and Rosvall (1994), who used a Utah sample of psychotherapists. The
current sample of Utah MFTs had an even lower rate of therapy usage (44%) than the
MFTs (65%) in the Norman and Rosvall study, but there were only 20 MFTs in that
sample.
The current results cannot be generali zed to a national sample of MFTs due to the
different demographics of the Utah portion of the sample, but this was deliberately done
to verify and find out more information about the phenomenon of LDS therapists not
seeking therapy. Deacon et al. {1999) used a national sample of AAMFT members where
the majority of the participants were female , had an average of2.3 children, and the
majority of the sample was Catholic, Protestant, or Jewish. In Utah, therapists are more
likely to be male, in their first marriage, have more children, and be LDS. All these
factors are associated with lower therapy usage. Based on the findings of this study there
seems to be a difference between Utah or LDS therapists and non-LDS therapists that
needs to be explored further. However, the current research was interested in verifying
the previous findings about LDS therapists (Deacon et al.; Norman & Rosvall, 1994) and
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not in finding national trends. Future research wi ll need to address the differences that
might explain why LDS or Utah therapi sts seek therapy less than therapists of other
religious affiliations.

Family Stress Theory
This research quest ion seems to have created more questions than it answered. In
terms of family stress theory, a therapist who does not utilize the resource of therapy
either has effective alternative coping strategies (level B of ABCX model) or perhaps the
stresses and crises that are a part oflife are perceived as easier to handle and do not
require the resource of therapy (level C of the double ABCX model). This does not
account for situations where therapy is necessary but the individual either refuses to use
that resource or is not aware of its necessity. More research is needed to determine which
NT therapi sts are impaired and which are simply not in need of therapy.

Fifth Research Question: What Barriers Do Marriage and Family Therapists
Face in Seeking Therapy Regardless of Whether or
Not They Have Ever Received Therapy?

Guy and Liaboe (1986) concluded that one reason why therapists don't seek
therapy might be that many therapists feel that they do not need therapy. Thi s seemed to
be the case for thi s sample. The most common barriers to seeking therapy mentioned by
this sample were "I can handle my own problems effectively enough without therapy"
(30%) and "My problem(s) is/are not significant enough" (27.6%).
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Other barriers that have been found in previous research have to do with the
question of to whom one would go (Deutsch, 1985; Guy & Liaboe, 1986; Norman &
Rosvall, 1994). These types of barriers were not highly endorsed by this sample: "I
would rather seek help from friends, family, or clergy" (16.9%); "There is not a therapist
nearby that I don't already know personally/professionally" (15.6%); and "I don't know a
good therapist" (9.1 %).
Deutsch (1985) and Norman and Rosvall (1994) found that confidentiality was a
barrier that prevents some therapists from seeking therapy. This sample did not seem to
be too concerned about confidentiality issues or what others (such as colleagues and
clients) would think or say. Only 5.8% believed that confidentiality would not be kept,
only 4.9% were concerned about exposure or professional censure, 4.5% were concerned
about co lleagues finding out, and fewer than 1% were worried about what clients might
say or think.
Many therapists previously have stated that therapy costs too much and demanded
too much time and emotional energy that they did not want to put forth (Deutsch, 1985;
Guy & Liaboe, 1986). This sample did show some support for that belief: 14.4% did feel
that "therapy would require too much effort, time, and/or money." However, many who
perceived this barrier had actually been to therapy previously (69%) and some even
indicated that no barrier would prevent them from seeking therapy (26%), even though
they felt it required too much of their effort, time, or money. Therefore, even if therapy is
costly in terms of time and money, many felt that was not a valid excuse to not go when
needed.
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Deacon et al. ( 1999) hypothesized that some therapists, particularly family
therapists, may not want to be held accountable for their own family troubles. It may be
difficult for a family therapist, who is supposedly an expert on families, to admit that
there are problems with the family at home. This was not supported by the current
sample: only 1.2% were "concerned about what family might say or think." Others have
said that family members such as a spouse were not willing to participate in therapy for
fear of being ganged up on by two clinicians (Deutsch, 1985). Only 2.5% of the current
sample stated that their spouse was unwilling to participate, and this did not prevent any
of them from seeking individual therapy.
The two most commonly endorsed barriers of"I can handle my own problems
effectively enough without therapy" and "My problem(s) is/are not significant enough"
are most likely to be barriers for those who are LDS, male, and in their first marriage with
young children (see Table 9). These are also demographic variables that are associated
with NT. It seems that for the LDS male in his first marriage and with young children,
therapy is not needed; at least that is the perception of this group from this sample.
One hypothesized barrier for the LDS therapists was that they utilize counseling
from clergy instead of therapy (Norman & Rosvall, 1994); however, this was not a
statistically significant correlation. It may be that many of the LDS male therapists are
clergy themselves due to the LDS religion having a called lay clergy and therapists are
well suited for such responsibilities. Future research would need to test this possibility.
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Limitations
The given list of 13 barriers does not include all possible barriers that exist for
therapists. [n addition, the portion of the sample that most likely had the most barriers,
NT, was not of a sufficient size (n = 82) to understand which barriers actually prevent
them from seeking therapy.

[n

order to answer this question adequately, a larger sample

of therapists with diverse demographics who have not sought therapy would be needed.
A qualitative approach would be beneficial as well. It would also be beneficial to explore
how the perception of therapy might be seen as a sign of weakness by some therapists,
particularly LDS therapists.

Family Stress Theory
The barriers represent the individual's perception (second C of the double ABCX
model of family stress) of therapy as a possible resource to meet the demands of the
crisis. The majority of the sample indicated that therapy is a resource that they have used
to deal with their stress. A portion of the sample indicated that therapy was not an option
that they would use and some indicated that the resource of therapy was not needed.

Implications

The AAMFT Code of Ethics requires that "marriage and family therapists seek
appropriate professional assistance for their personal problems or conflicts that may
impair work performance or clinical judgment" (AAMFT, 2001 , principle ill.3). It is
assumed that "professional assistance" means therapy or supervision. Although this
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terminology is necessary, it does not account for possible alternative coping strategies,
with the exception of consulting coll eagues, for personal probl ems or conflicts besides or
in addition to therapy. The results fro m the current research do not indicate the level of
functioning of the sample; whether or not they have problems and issues that have the
potenti al to impair their work was not detern1ined, either. There do seem to be effective
alternative coping strategies besides therapy, namely, exercise, religious activities,
utili zing resources of family and friends, humor, vacation/time off, and recreation. These
need to be recognized in policy as effective and ethical methods for dealing with the
stresses that come with a career in marriage and family therapy and that therapy is
strongly recommended if these other coping strategies have fail ed.
Training programs can also utilize thi s research to help future therapists to learn
how to and begin to incorporate effective cop ing skill s that lessen the occupational
hazzards inherent in the careers of MFTs. This can best be accomplished by covering
such self-care activities in professional development courses in training programs and can
even be disseminated in professional conferences for the seasoned clinician.
Therapy for the therapist is an excellent resource for many problems that
therapi sts may face such as mental hea lth iss ues, marital/family problems, and
transference and countertransference issues; however, it is not always necessary and it is
time consuming and costly. Instead of going to therapy to deal with the career/work
stresses of being a therapi st (e.g., burnout, physical stress of being sedentary, difficult
clients, money), perhaps they can more efficiently be handled by learning which coping
strategies work best in reducing work stress and their own personal stress.
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When a therapist does need or desires therapy, that option should be readily
available. However, based on the current and past research (Deutsch, 1985; Norman &
Rosvall, 1994) there clearly are barriers that therapists face when seeking "appropriate
professional assistance." The current research is another step in the direction of clarifying
barriers so they can be discussed and addressed; myths, fears, and roadblocks can be
removed to open the way for all therapists to have the opportunity to seek therapy when
needed or desired.
Finally, there is clear evidence that LDS therapists are not utilizing therapy to the
degree that their non-LDS colleagues are. Whether or not they have more effective
coping resources than other therapists of different religious affiliations was not
determined. More research is needed to discover the unique characteristics of this culture
that preclude seeking therapy.
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UtuhState
UNIVERSI T Y
Marriage and Family Therapy Program
2700 Old Main Hill

logan UT 84322·2700

January 7, 2002
Austin Wood
557 W 600 N #2
Logan UT 84321
Dear colleague,
I am a graduate student at uiah State University in the marriage and family therapy training program in the
department of Family and Human Development. I am doing my thesis about stresses and coping strategies
of therapists and would appreciate your participation in this research.
Your name has been randomly selected from a pool of licensed marriage and family therapists from
Colorado, Utah, and Wyoming to participate in this study about stresses and coping strategies of therapists.
It has been found in previous research that the career of a therapist is laden with many stresses and crises in
addition to the everyday life stresses faced by the general public. I am interested in fmding out what coping
methods marriage and family therapists utilize to effectively deal with the stresses they face. I am also
interested in finding out what barriers therapists face in seeking therapy.
The purpose of this study is to learn what coping strategies that therapists have found to be useful in dealing
with the personal, work, and social stresses that come with the career of being a therapist. It is hoped that a
collection of useful coping strategies can be gathered and disseminated to help all therapists to be more
effective with their clients and in their own personal lives.
Your participation in tllis research is completely voluntary and anonymous. By completing and returning
this two page questionnaire in the enclosed addressed and stamped return envelope you are giving your
consent to become a participant in this study. The questionnaire is very simple and straightforward and
takes about 5-10 minutes to fill out. No identifying information is contained within the survey and
responses will be grouped with all other participants' information in the analyses. Your anonymity is
guaranteed. There are no identified risks for participating in this study.

I thank you for your participation. If you have any questions or comments or if you are interested in finding
·aut the final results of the study you can email me at SL5WD@yahoo.com.
Sincerely,

Thorana Nelson, PhD.

Austin Wood

Department of Family & Human Development • College of Family Life
Telephone: (435) 797-7430 • Facsimilie: (435) 797-7432
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Life Stress and Coping Strategies Questionnaire
Please answer the following multiple choice questions by circling the responses that most appropriately fit
you and your situation. For the questions asking for a direct response, please fill in the blanks with the
answer that is most accurate.

Demographic Information
I.

Gender:
(olernale

(I)Male

2.
3.

Age _ _
Marital Status:
(l)Never married

(2)Divorced/ remanied

(3)Divorced

<•>Widowed/remarried

(S)Widowed

(6) 111 Marriage

(7)Cohabiting

4.
5.

Number of Children_ _
Which of the following best describes your situation?
(2pldest child is between ages 0~5

(I)No children
the ages of 13-18

(Jptdest ch ild is between ages 6-12

(S)Oidest c hild is above the age of 18

(4)0\dest child is between

(6)AII children have left home and I am still working

(7)1

am retired

6.

Race/Ethnicity:
(!)Asian

7.

(!)Catho lic

8.

(l)African American

(3)Caucasian

(.4)latin American

(2)Protestan t

(3)LDS

(4)Jcwish

(s)Muslim

(6)Buddhist

<8pther_ _ __
(S)Private Foundation

(l)Urban

())Suburban

What state are you currentl y licensed in? _ _ _ _ __
Professional Licensure (Mark all that apply):
(!)Marriage & Family Therapist
Abuse Counse lor

12.

(7)None

(4,Federa1 Agency

How wou ld you describe your practice setting?
(!)Rura l

I 0.
II.

(6)0ther_ _ __

Type of Practice:
(l)Solo Private Practice (l)Group Private Practice ())State Agency
(6)Non Profit Agency (7)For-profit Agency( 8p thcr_ __

9.

(S)Native American

Religion:

(l)Psychologist

(3)Socia1 Worker

<•lrofcssional Counselor

(S)Substance

(6,0thcr_ __

Professional Identity (which of the following would you consider yourself to be despite what your
licensed as):
(!)Marriage & Family Therapist
(l)Psychologist
Abuse Counselor
(6 )0ther_ _ __

(J)Social Worker

<•>Professional Counselor

(S)Substance

13.
14.

Average weekly client contact hours_ _
What type of clients do you work with the majority of the time (please answer both 14a and 14b):

15.
16.

l4b.
(t)lndividual adults
(l)Familics
<3Fouples
<•>Children
(S)Adolescents
Preferred Theoretical orientation(s)._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Highest Degree Completed:

14a.

(t)BS/ BA

17.
18.

(l)MS/MA

(l)O utpatient

(J)MSW

<4,fhD

(S)Other_ _ __

Years in practice_ _
Membership in AAMFT or State affiliated MIT assoc iation:
(t)Yes

19.

(!)Inpatient

(O)No

Annual Income from your therapy job/practice:
,,,under $15,000

(2)$15,001-30,000

(3)$30,001-45,000

1,,$45,001-60,000

1,,$60,001-75,000

1,,$75,000+
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Stress and Coping Questions
For the following multiple choice questions, please circle the responses that most appropriately fit you and
your situation. For questions number 22 and 24, please mark (X) those that most describe you.
20.

Think of the most stressful time you can remember since you finished training. How would you
rate this time that you experienced the most life stress (personal or career)?
(I) Very low stress

(2)Norma1 stress: No different than anyone else

(4)High stress: Negatively affecting work

21.

Thinking about the above time of high stress, from what source would you say the majority of the
stress came from?
( I) Work

22.

23 .
24.

(:!)Moderate stress

($)Very high stress: Unable to work or function in family and/or job

(2)Family

(J)Personal

(4)Social

What strategies do you utilize to deal with life stress? (Mark all that apply)
_ _ Individual therapy

_ _ Increased time with fam ily

_ _ Family therapy

_ _ Increased time with friends

_ _C utback on therapy hours

_ _Food

_ _Group therapy

_ _ Drugs or alcohol

_ _ Exercise

_ _ Marriage therapy

_ _ Entertainment

_ _ Religious activities

_ _ Stop seeing certain types of cases

_ _Consult with clergy

_ _ Recreation

_ _Consult colleagues

_ _ Humor

_ _ Medication

_ _ Meditation

_ _ Relaxation exercises

_ _ Leisure activi ties

_ _ Joumal writing

_ _ Vacations/time off

Other_ _ _ _ _ _ __

_ _ Increased sleep

_ _Self-help books

Other_ _ _ _ _ _ __

What has been the most effective way you have found to deal with your life stress? _ _ _ _ __
Which of the following are true for you in terms of reasons why you would postpone or not seek ·
therapy? (Mark all that apply)
_ _ My problem(s) is/arc not significant enough

_ _ I can handle my own problems effectively enough

_ _ I don't believe that confidentiali ty will be kept

_ _ 1 question the effectiveness of therapy

without therapy

_ _ !don't know a good therapist

_ _1 am concerned about what my family might say
or think

_ _1 am concerned about what my clients might say or think

_ _ I am concerned about what my colleagues might

_ _I would rather seek help from friends, family, or clergy

_ _There isn't a therapist nearby that I don't already

_ _ 1 am afraid of exposure or professional censure

_ _ Therapy would require too much effort, time,

_ _ My spouse is unwilling to participate in couples' therapy

_ _ None of the above, if! felt I needed therapy I

say or think

know personally/professionally

money

would seek it regardless of the barrier

25.

Other reasons why you might postpone or not seek therapy? _ _ _ _ _ _ _ _ _ _ _ _ __

26.

Have you ever sought therapy at any time in your professional career (since you completed
training)?
{I)Yes

(O)N o
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Dear Colleague,
A couple of weeks ago, you received a questionnaire about life stress
and coping strategies. I would like to thank those of you who have completed
and returned the survey.

© THA NKYOU ©
For those of you who still have not returned the questionnaire, you
can still send it in to be included in this research project.
Uyou have misplaced your survey and still desire to be included in
the research you can email me \>ith your information at SLS\VD.'Q:xnhoo.com
or you can send me a note with your name and address to:
Austin Wood

Marriage & Family Therapy Program
Utah State University
2700 Old Main Hill

Logan, UT 84322-2700

Thank you for your participation in this work and helping me to
complete my thesis project and requirements for my degree.
Sincerely,

Austin Wood
Marriage & Family Therapy Program
Utah State University
2700 Old Main Hill
Logan, UT 84322-2700

